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1 Introduction 
 
As a sociologist, your main goal is to try to unravel why people behave the way they do. People are 
not completely free to act as they please, nor are they puppets on a string that are controlled by 
structure. The difficult task of sociologists is to study the interplay between individual agency and 
social structure. I infiltrated as a sociologist in a field that has been dominated by social 
psychologists, psychiatrists and epidemiologists. Their utilization studies mainly focus on the choices 
that individuals make. This rational actor perspective is useful, but has its limitations, particularly in 
the context of studying help-seeking for mental illness.  
 
Applying a sociological approach to the theme of mental health care use means shifting the focus 
from the individual in a social vacuum to the individual that is embedded in a social network, 
surrounded by a cultural context. The cultural context may define which definition people apply to 
the deviant behavior. This cultural definition or label may trigger a range of associations which can be 
positive or negative. In case negative attributions dominate, the social construction of stigma comes 
into play and might constitute a barrier toward help-seeking. Furthermore, the social circle of people 
also harbors specific beliefs about the origin of mental illness and the utility of different treatment 
options. Depending on those beliefs, people are pushed toward or pulled away from the professional 
mental health care sector through social interaction. 
 
The image on the cover depicts the core sociological research question of this dissertation. How do 
other people’s beliefs influence the decision-making of individuals?  People are able to imagine how 
other people perceive the image of themselves. Other people might form different impressions of 
the Self, depending on a range of factors. For instance, if people have yet encountered someone with 
mental illness, they will be able to build on that experience. Others who lack that experience have to 
rely on the cultural images of someone with mental illness that have been transmitted through 
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socialization. Also the characteristics of the person who is being judged play a role. People will 
respond differently to a female person who is suffering from mental illness compared to a male 
person. When a female person expresses emotional difficulties, this is conform with the feminine 
role. However, when a male person discloses mental health problems, the reaction might be more 
severe as it can trigger a role conflict.  
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2 Social construct of mental illness 
 
The conceptualization of mental illness has changed over time (Foucault, 1965; Hacking, 1999). 
Symptoms of mental illness were seen as unique traits at a certain point in time. They were linked to 
positive characteristics such as wisdom and insight. At another point in time, symptoms of mental 
illness became categorized as abnormal. As a consequence, they needed to be controlled. For 
instance, when people perceived mental illness as resulting from some demonic possession, it was 
placed under the control of religion. Another example is that when people perceived mental illness 
as badness, the criminal justice system was engaged to provide sanctions. Furthermore, at present, 
the conceptualization of mental illness still varies within subcultures (Foucault, 1965; Hacking, 1999). 
Symptoms of mental illness are considered to be diseases in the Western world, while indigenous 
people of Latin-America perceive it as ‘soul loss’ (Eaton, 2001).  
 
The medical view upon mental illness has been imposed by the profession of psychiatry. By focusing 
more on biological causes and psychopharmacological treatment options, the professionals lent 
legitimacy to the concept of mental illness (Scull, 1977). This medicalization movement occurred 
partly as a reaction to the anti-psychiatry movement that was popular in the 1960s and early 70s 
(Szasz, 1961; Foucault, 1973). Psychiatry wanted to defend and professionalize its position. This 
phenomenon is referred to as the ‘medicalization of deviance’ (Conrad & Schneider, 1980; Conrad, 
2007; Horwitz, 2007; Horwitz & Wakefield, 2007). The professional power of medicine expanded 
over wider spheres of life and reframed previously nonmedical problems into medical problems.  
 
The locus of responsibility for control shifted from informal to more formal organizations (Foucault, 
1973). Deviance was removed from the realm of public discussion and medical experts took the 
position of agents of social control based on medical knowledge. By using diagnoses as classification 
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tools (Jutel & Nettleton,2011) and by regulating symptom behavior by means of medical 
interventions (Kirk & Kutchings, 1992; Lane, 2007), medical professionals exerted power.   
 
However, not only professionals exerted power (Conrad, 2005). Pharmaceutical companies also 
stimulated the medicalization of deviance by direct-to-consumer advertising (Payton & Thoits, 2011). 
For example, social anxiety was a little used diagnosis, until a company started advertising, 
presenting social anxiety as a biologically based condition that was treatable with the compounds 
they sold. Beside the professionals and the pharmaceutical companies, the private consumers also 
stimulated the medicalization process. For instance, Attention Deficit Hyperactivity Disorder was 
initially perceived as a childhood disorder, but consumers themselves pushed to drop the age limit in 
order to make it applicable to adults too. 
 
In sum, society is undergoing a process of medicalization. Deviance is increasingly defined as disease-
like with biogenetic causes. This process can be discerned in the expansion of the number of 
disorders and the lowering of the diagnostic thresholds in the fifth edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-V) (Judd et al., 1994). As a result, the definition of what 
is considered to be normal is further restricted while the medicalization of mental illnesses is 
strengthened (Conrad & Schneider, 1980; Conrad & Leiter, 2004). 
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3 Approaches on help-seeking for mental illness 
 
3.1 State of the art approach in utilization studies  
 
In the field of medical sociology, Parsons is one of the founding fathers. In his structuralist-
functionalist approach, medical care seeking is seen as a sort of normative control in order to restore 
normal functioning (Parsons, 1951). He was the first to apply social role theory to interactional 
relations between sick people and others. According to Parsons, sickness is not only a biological 
state, but a matter of social significance. He argues that social roles govern the behavior of ill people. 
When confirming to the sick role, people are obliged to seek professional help and to comply with 
the advice of medical professionals. As a result, they are not perceived as responsible for their 
condition, which in turn validates a   withdrawal from their normal work and family roles.  
 
In traditional utilization studies, the sick role is analogous with the patient role. It is examined which 
people do and which people do not make contact with the formal care system. Classic utilization 
models are the Socio-behavioral model of Andersen (1995), the Health Belief Model (Rosenstock, 
1966) and the Theory of Reasoned Action (Fishbein & Ajzen, 1975). The Socio-behavioral model of 
Andersen (1995) distinguishes between need, predisposing and enabling factors. The need factor 
reflects that some need for care must be defined in order for people to seek care. Enabling factors 
refer to the ability to act on a desire to receive care, for instance geographical availability of care or 
financial ability (through income and insurance). Examples of predisposing characteristics are age, 
level of education, gender and race. These socio-demographic characteristics are associated with an 
individual’s tendency to seek care. In sum, the socio-behavioral model is structurally oriented, 
focusing on access and need for care, while incorporating a range of predisposing characteristics. The 
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question is whether people’s needs can be met, depending on the resources to which people have 
access to. 
 
The Health Belief Model (Rosenstock, 1966) originates from social psychology and focuses primarily 
on the role of motivations, beliefs and perceptions on individual’s decisions to seek formal care. The 
question is whether health beliefs (for instance the perceived severity of the illness) and preferences 
(the way the benefit of seeking treatment is being perceived) influence the health care decision, 
beyond the impact of experience with and knowledge about the mental health care sector. 
Furthermore, the Theory of Reasoned Action (Ajzen & Fishbein, 1975) stresses the assessment of 
risks and avoidance of negative outcomes. Expectancy becomes key as individuals rate how current 
and alternative actions can reduce their health problems and accordingly, evaluate whether or not to 
seek help. Moreover, the subjective norm is taken into account, referring to the influence of people’s 
significant others. The core question is whether the risk of illness can be offset by the health care 
system.  
 
In general, the aforementioned models consider help-seeking as an individual process. They perceive 
individuals as active, rational decision makers who weigh the costs and benefits of help-seeking and 
make voluntary choices. Yet the explanatory value of these models seems to be limited (Pescosolido, 
Gardner & Lubell 1998). An individual’s cost-benefit assessment does not adequately reflect the 
processes that people go through when considering help-seeking. The nature of mental illness calls 
into question people’s ability to engage in complicated cognitive processes. Symptoms of mental 
illness such as confused thinking, cognitive disorganization, delusions and deficits in affect make a 
rational choice approach a poor candidate for understanding the mechanisms underlying the use of 
mental health services. 
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Empirical findings strengthen this critique on the rational choice perspective. Less than half of the 
reports on how people entered the mental health care sector reflect  a cost-benefit assessment 
(Pescosolido, Gardner & Lubell, 1998). Among those who ended up in treatment, a big part of them 
did this only after a substantial delay of many years (Wang et al., 2005; Thompson, Hunt & Issakidis, 
2004). Moreover, the majority of the population suffering from symptoms of mental illness do not 
enter professional care (Kessler et al., 2005; Wang et al., 2005). This is the case for almost two thirds 
of those who suffer from mental illness (Wang et al., 2005, 2007; Dua et al., 2011; Mc Alpine & 
Mechanic, 2000; Kessler et al., 1996; Alonso et al., 2007, Kohn et al., 2004) and in Belgium the rate is 
similar (Bruffaerts et al., 2004). 
 
3.2 Sociological approach toward utilization of (mental) health services 
 
Sociology starts out from the idea that social interaction is the basis of society (Simmel, 1955). 
Accordingly, action is composed of organized episodes of social interaction rather than discrete 
individual acts (Granovetter, 1985; Simmel, 1955). It is through interaction that individuals 
understand and attempt to handle difficulties (Kulka, Veroff & Douvan, 1979). In brief, interaction 
with others forms an essential element in the dynamics of decision making (Pescosolido, 1992). The 
mechanism of social interaction is provided by the structure of social networks. Social  networks  are  
built  by social interaction,  whether  those  interactions  are  routinized and regular, or spontaneous 
and fleeting (Pescosolido, 1992) 
 
As the rational choice perspective ignores this aspect of interaction, we rely on a different theoretical 
framework. The Social Organization Strategy (SOS) (Pescosolido, 1991) expands the perspective from 
sole reliance on rational, cost-benefit analysis to socially constructed patterns of decisions. This  
framework offers a  network-  and  event-centered counterpart  to  the dominant  individually 
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focused  rational  choice perspectives  on social action. In accordance with the SOS, the Network 
Episode Model (1992) puts forward that social networks constitute the dynamic upon which help-
seeking decisions are based. This will be elaborated upon in the next chapter.  
 
Furthermore, the Network Episode Model (NEM) brings culture back in (Olafsdottir & Pesocoslido, 
2009). Whereas in traditional utilization models, the role of culture is downplayed, the NEM draws 
attention to cultural factors. Particularly in the case of mental illness, the influence of culture on 
health behavior is pronounced (Angemeyer, Matschinger, Riedel-Heller, 1999; Furnham & Malik, 
1994; Kurihara et al., 2000; Kleinman, 1988; Lopez & Guarnaccia, 2000; Rogler, 1999). When mental 
health problems occur, people base themselves on common sense knowledge and cultural routines. 
Culture is seen as offering a toolbox from which individuals can draw. Culture provides a framework 
for meaning and suggests avenues for solving problems (Dimaggio, 1997).  
 
In sum, the NEM laid out  the  limits  of dominant  models  and  began  to elaborate  the  roles  played  
by other  people. NEM conceptualized  responses  to  illness  as  resulting from the process of social-
influence, and as such refocused  attention  on  the dynamic  nature  of health decision-making. The 
NEM responds to, but does not reject the rational choice theory approach to utilization. It does not 
ignore individuals’ purposive action, it just gives them a different priority in determining action. 
People’s actions cannot only be conceptualized as being rationally pursued. We also have to consider 
that social structure defines the boundaries of what is possible. Individuals are neither calculating 
individualists nor puppets of some abstract structure. Both agency and structure play a role in 
decision making and we study this combination by focusing on social interaction in social networks 
(Pescosolido & Boyer, 1999).  
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4 Social Network Perspective 
 
In the following paragraphs, we will zoom in on the social network perspective. Individuals face 
illness in the course of their day-to-day lives by interacting with others who may recognize or deny a 
problem, or who may report positive or negative beliefs about the mental health care sector and 
may send them to formal care or provide informal care themselves. In other words, they might push 
people toward or pull people away from professional treatment, depending on whether they 
acknowledge that something is wrong and depending on their perceptions of what should and can be 
done about it. Individuals in social networks are more than just an influence on help seeking, they are 
caregivers and advisors themselves, as treatment is rarely sought in isolation (Clausen & Yarrow, 
1955; Freidson, 1970).  
 
More specific, we will zoom in on two characteristics of the social network. First, we question how 
the lay population conceptualizes symptoms of mental illness. Do they recognize mental health 
symptoms as underlying symptoms of mental illness? To which causal factors do they attribute the 
situation? Second, we study the opinion of the lay population about the treatment effectiveness of 
the professional mental health care sector. These two aspects reflect the level of mental health 
literacy of people’s social networks. Jorm (2000) defined mental health literacy as knowledge and 
beliefs about mental disorders that aid their recognition, prevention, and management.   
 
4.1 Social network recommendations depend on beliefs about mental illness 
 
Durkheim (1895) was the first who moved the object of analysis in studies of deviance from 
individual behavior to cultural definitions of deviance. The same behavior can be defined in multiple 
ways, depending on the system of classification that is being employed. Acts are not deviant until 
13 
 
they are so defined by other people’s reactions (Becker, 1963; Kitsuse, 1961). So deviant behavior 
has no reality apart from the cultural rules that define its existence. This is the core idea of social 
constructionism (Berger & Luckman, 1966).  
 
The key element in this whole process is labeling. Labeling occurs when people cannot make sense 
out of a certain social situation. In order to attach meaning to the otherwise incomprehensible 
behavior, they apply a certain label. Only when people perform behavior that is highly visible and in 
violation of social norms and role expectations on a regular basis, they are at risk of being labeled. 
The latter is referred to as ‘residual rule breaking’ (Scheff, 1966). Yet not all deviant behavior is being 
labeled. Some deviant behavior is tolerated when it only occurs rarely, referred to as ‘primary 
deviance’. 
 
In this dissertation, we argue that the way people define symptoms of mental illness matters for 
their help-seeking attitudes. The cultural definition they apply influences their responses toward 
deviant behavior. Depending on the label that people apply, different coping strategies are triggered, 
as the need for care is something subjective or relative. While the professionals state that the ill 
person fits the diagnosis of, for instance, depression (if his or her score matches the minimum score 
on the symptoms scales), it is possible that the social network of the ill person does not perceive 
him/her as ill. They might rather say that he or she is suffering from a life crisis. Social networks can 
support or discourage the framing of mental health problems as real diseases or as temporary states 
of mind (Pescosolido & Levy, 2002). So not every one of the lay public is medicalizing deviant 
symptoms. Haslam (2005) mentioned different folk models of psychiatry. Psychologizing mental 
illness is one of them. As social networks differ in whether they “see” a disease, they also differ in 
whether they adopt a medical solution for mental health symptoms (Pescosolido,  Brooks-Gardner,  
and  Lubell 1998). 
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4.2 Social network content depends on social network structure  
 
Next to beliefs about the conceptualization of mental illness, people also differ in their beliefs 
regarding the effectiveness of treatment provided by the mental health care sector. Responses to 
mental illness vary considerably, depending on whether people support professional treatment or 
whether they criticize treatment options. The norms of the group to which he or she belongs may 
determine an individual’s orientation toward health behavior. Interaction  in  social  networks  
creates  cultures  of  information,  beliefs, and  action  scripts. The content of the network seems to 
depend on the structure of the social network. Social networks can both facilitate or restrict access 
to certain health related resources. 
 
Simmel (1955), the father of the social network perspective in sociology, was the first to play with the 
geometry of social circles and to highlight that social circles are a substitute of subcultures with 
specific values. Suchman (1965) posited that cosmopolitan (higher educated) networks lead people 
toward medical care, while parochial (lower educated) networks lead people away from medical 
care. Kadushin (1969) labeled those social networks that facilitate entry into mental health care as 
the ‘friends and supporters of psychotherapy’. Also Freidson (1970) developed a framework for 
understanding the effect of network structure and content on the type of care-provider likely to be 
sought, namely the ‘lay referral system’. In addition, McKinlay (1972), and Horwitz (1977) underlined 
that referrals to medical care depend on people in the social network and whether their beliefs are 
skeptical about the efficacy of modern medicine.  
 
These ideas are further elaborated upon in the Health Lifestyle Paradigm (Abel et al., 2008). In 
medical sociology, it is widely recognized that health related attitudes and behavior differ 
significantly between various social groups (Blaxter, 1990), as different groups have varying 
opportunities for access to resources that sustain and develop health (Robert & House, 2000; Abel et 
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al.,1991; Cockerham, 1995). Health lifestyles are patterns of voluntary health behavior based on 
choices from options that are available to people according to their life situations (Cockerham, 1995), 
linking agency and structure together in a theoretically meaningful way (Williams, 1995). 
 
The concept of ‘habitus’ of Bourdieu (1977) is central to the Health Lifestyle Paradigm, as it explains 
the balance between the determining power of social fields and the creativity of social action. 
Habitus is defined as “systems of durable, transposable dispositions, structured structures 
predisposed to operate as structuring structures, that is, as principles which generate and organize 
practices and representations that can be objectively adapted to their outcomes without 
presupposing a conscious aiming at ends or an express mastery of operations necessary in order to 
attain them” (Bourdieu, 1977, pp 73). Bourdieu posited that dispositions to act are constructed 
through socialization and experience, with class position providing the social conditions for this 
process. The merit of this concept is that it points out that health-related behavior is not always the 
result of well thought-out, conscious reasoning, but might proceed through cultural routines which 
provide a practical and habitual logic. 
 
With regard to ‘healthy’ lifestyles, the upper and middle classes are regarded as taking better care 
of their health than the working and lower classes (Abel et al., 1999; Blaxter, 1990; Cockerham, 
2000, 2005; Korp, 2008). Bourdieu (1984) explains this by the theory of distance of necessity. This 
distance of necessity allows people from the higher social strata leisure time, resources to learn 
about appropriate health behavior and access to sources of authoritative knowledge. Another 
potential explanation is the Learning Generalization Hypothesis (Kohn & Schooler, 1983), which 
states that the lessons learned in the work domain can be carried over into other areas of life such 
as the health domain. For instance, the job conditions of members of the (upper) middle class tend 
to strengthen the emphasis on self-direction and self-control, leading to more positive health 
lifestyles in which they take greater personal responsibility for controlling their health status. In 
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contrast, the emphasis on conformity among manual workers triggers a more constrained and less 
optimistic world view, leading to less positive health lifestyles such as not engaging in preventive 
care due to a more passive or even fatalistic attitude (Cockerham, 2005; Williams, 1995; Stringhini 
et al., 2010).  
 
In sum, we draw attention to the social network perspective in this dissertation by taking the lay 
population’s beliefs about the origin of mental illness and the treatment effectiveness of professional 
care into account.  
 
5 Bringing culture back in  
 
Next to focusing on the social network perspective, another advantage of the Network Episode 
Model (Pescosolido, 1992) is that cultural beliefs are highlighted. Hence, in the context of mental 
illness, we cannot ignore the stigma research tradition. Goffman (1963) defined stigma as an 
attribute that is socially defined as deeply discrediting, reducing the bearer from a whole and normal 
person to a tainted, discounted one. Jones (1984) underlined that ‘marked’ people get set apart from 
others and that their ‘mark’ links them to undesirable attributes that discredit him/her in the eyes of 
others. Crocker et al. (1998) proposed that stigma occurs when a person possesses some attribute or 
characteristic that conveys a social identity that is devalued in a particular social context. Finally, 
Thornicroft (2006) indicated that stigma is used as a form of social control against those whose 
characteristics are perceived to threaten the effective functioning of social groups. 
 
The sociological definition of stigma by Link and Phelan (2001) highlights the importance of labeling 
issues and power differentials. Differences between persons have to be noticed, to be regarded as 
relevant and to be labeled accordingly. Also power is a necessary condition for stigma to unfold its 
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detrimental consequences. The labeler has to have the social, cultural, economic or political power 
to imbue his or her cognitions. This definition goes a step further than the social-psychological 
definition of Corrigan (2000) by defining stigma as the co-occurrence of the components of labeling 
and power differentials, next to the ‘classic’ components of stereotyping, emotional reactions and 
discrimination. Stereotyping refers to negative beliefs about a group such as perceiving people with 
mental illness as dangerous. Prejudice is the result of endorsing those negative beliefs, which leads to 
negative emotional evaluation. People for instance are afraid of people with mental illness. Finally, 
the behavioral response to prejudice is discrimination. For example, because people are afraid of 
people with mental illness, they do not want them to be a babysitter for their children. 
 
5.1 How stigma might constitute a barrier toward help-seeking 
 
In a first step, we will describe the underlying process of how stigma might serve as a barrier toward 
treatment.  
 
Secondary deviance 
 
Labeling not only has consequences in the sense that the labeler might stigmatize, also the person 
who is being labeled changes his/her behavior eventually. This is emphasized by the original labeling 
theory of Scheff (1966). The stereotypes associated with the label may guide the ill person’s behavior 
and may become crucial for its self-identity. This phenomenon is referred to as ‘secondary deviance’ 
(Lemert, 1951). In contrast to primary deviance, the behavior is no longer transitory, but it becomes 
perceived as a typical characteristic or even the master status of one’s identity. When persons 
around the deviant person react to him/her uniformly in terms of the stereotypes attached to people 
with mental illness, the ill person might conform to these expectations, as he/she may be rewarded 
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when confirming to the expectations and may be punished when attempting to return to their 
customary roles. In other words, a stable pattern of deviance or a deviant career might emerge due 
to labeling. In brief, a label tends to exacerbate the behavior that prompted the label in the first 
place. In other words, a self-fulfilling prophecy takes place (Merton, 1948).  
 
Modified labeling theory 
 
The modified labeling theory has been developed by Link et al. (1987, 1989) as a reaction to the 
debate between Scheff’s original labeling theory and Gove’s critique. While Scheff (1966) considered 
labeling as prime cause of deviant careers, Gove (1970) uttered that continued symptoms and social 
outcomes were merely consequences of, and inherent to mental disorders. Also labels were 
according to Gove merely reactions toward the bizarre, aberrant behavior that people with mental 
illness displayed. This “either-or” debate regarding the importance of labels versus behavior set the 
stage for the modified labeling theory. Instead of underlining either labeling or behavior, the 
modified labeling theory argued that both labeling and behavior matter. Behavior matters in the 
sense that more severely disturbed behavior influences the severity of social reactions. Also labeling 
has a range of consequences, which are described in more detail in the following paragraph. In brief, 
the modified labeling theory states that the social consequences of mental illness are driven by 
others’ responses to the mental illness label rather than by individual pathology.  
 
Conceptions about people with mental illness are learned early in life through socialization (Wahl, 
1997). People form expectations about how other people will react toward an individual with mental 
illness. These cultural conceptions become personally relevant in case people report mental health 
symptoms themselves. Accordingly, people fear the discrimination and devaluation that might come 
along with the label. As a consequence, people may develop (maladaptive) coping strategies in order 
to avoid being labeled, such as secrecy and social withdrawal. The latter coping strategies can 
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hamper a range of life circumstances, as acting more defensively and with less self-confidence might 
result in less employment chances, strained social networks and reduced self-esteem. All these 
negative outcomes might put the person at greater risk of reoccurrence or prolongation of mental 
illness symptoms. Hence, the mental illness label leads to social network instability both directly 
through rejection and avoidance, and indirectly through anticipation of others’ negative reactions. 
 
One of the biggest contributions of the modified labeling theory is that people with mental illness are 
not portrayed as passive recipients of the label (which is the case in Scheff’s theory), but as people 
who react and respond to the label in various ways. In order to conceal the discreditable stigma of 
mental illness, they can engage in coping strategies, of which not seeking professional care is an 
example. As people know through role-taking that the label of mental illness is associated with 
undesirable characteristics, they will avoid official labeling through treatment contact in order to 
avoid discrimination and devaluation. Also Goffman (1959) underlined in his notions regarding 
impression management that life is a theatre and that people are actors on a stage. People try to 
avoid embarrassment and keep their troubles ‘off-stage’. 
 
Self-stigma paradox 
 
The internal process of reacting toward labeling is explained by the self-stigma paradox (Corrigan & 
Watson, 2002). As said before, people are not passive victims of stigma. Being aware of stigmatizing 
beliefs held by other people does not automatically lead to secondary deviance or the internalization 
of stigmatizing beliefs. It is also possible that people will not identify with the labeled group or will 
not perceive the negative attributes attached to the label as legitimate. People who do not identify 
are likely to remain indifferent to stigma, because they do not feel that the prejudices actually refer 
to them. Even if people identify themselves with the stigmatized group, it is also possible that they 
regard stigma as illegitimate and unfair. In this case, they rather react with righteous anger. Only 
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when people both identify themselves as part of the stigmatized group and perceive the public 
stigma beliefs to be legitimate, they will endorse the public stigma and will apply the stigmatizing 
beliefs to themselves, resulting in feelings of self-stigma (Corrigan, Watson & Barr, 2006). Self-stigma 
is defined as the reduction in a person’s self-esteem or sense of self-worth and self-efficacy due to 
the perception held by the individual that he or she is socially unacceptable (Vogel et al., 2007). 
Accordingly, sentiments such as ‘why try to seek out a job? I am not competent’ arise. In terms of 
Mead, self-stigma occurs when the I and Me aspect of the Self coincide; the social categories that 
individuals have learned in social interaction become self-defining. In brief, this self-stigma paradox 
stresses that people can choose other coping strategies instead of automatically internalizing cultural 
beliefs. 
 
5.2 Stigma as gendered phenomenon 
 
In a second step, we zoom in on how the characteristics of the person you are interacting with might 
influence the stigma process.  
 
Expectation-States Theory 
 
The Expectation-States Theory has been utilized by the sociologist Ridgeway (1991) to explain the 
influence of beliefs about the status of different social groups. Drawing on social role theory (Eagly, 
1987) and the stereotype content model (Fiske et al., 2002), expectation-states theory argues that 
people rely on the content of culturally embedded stereotypes. With regard to gender, the theory 
states that greater social status is attributed to men in comparison to women (Mast, 2004). These 
widely held cultural beliefs are very powerful. They are so powerful that individual accomplishments 
cannot overcome the disadvantages that come with being in a lower status group.  
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So we make a case that gender norms carry a lot of potential to determine the behavior of both men 
and women in mixed gender settings (Sabo & Gordon, 1995). Gender influences the performance 
expectations held by both the one who is observing and the one who is being judged. Even if the one 
who is being judged is not personally endorsing gender norms, he or she will still be likely to take 
them into account when performing behavior (Sechrist & Stangor, 2001). Because people know that 
they will be judged based on whether they succeed or fail to meet gendered expectations (Reczek & 
Umberson, 2012; Springer, Hankivsky, & Bates, 2012; West & Fenstermaker, 1995; Olson, Roese and 
Zanna, 1996). In sum, we follow the ‘Doing Gender’ theory of West & Zimmerman (1987), which 
acknowledges that people are constantly engaged in (re)creating a sense of gender difference 
(Gerson & Peiss, 1985; Connell, 1995).  
 
Help-seeking as constituting a role conflict among men 
 
Gender norms also influence coping strategies used to deal with mental illness. Emotional 
expressiveness, caring for one’s health and asking for help are constructed as forms of idealized 
femininity (Courtenay, 2000; O'Brien, Hunt & Hart, 2005; Phillips & Segal, 1969; van Wijk & Kolk, 
1997; Schofield et al., 2000). Women use emotion-focused coping strategies which change their 
perceptions about the stressor (Matud, 2004). They cope with mental health problems by talking 
about them in order to solicit social support (Thoits, 1995; Ross & Mirowsky, 1989). Masculinity 
norms, on the contrary, strongly emphasize emotional control, independency and self-reliance (Addis 
& Mahalik, 2003; Williams & Best, 1990; Golombok & Fivush, 1994). As a consequence, the coping 
strategies of men reflect a high sense of mastery. Men prefer problem focused coping strategies 
which change the stressor itself. They will try to reduce or divert stressors by engaging in self-care 
strategies (Kessler et al., 1985). They do not want to be part of a subordinated relationship with a 
health care-provider (Courtenay, 2000; Springer & Mouzon, 2011). Therefore, it is argued in this 
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dissertation that men are at risk of a role conflict when seeking help for mental illness, as the latter is 
culturally more acceptable for women (Vogel et al., 2013; Angermeyer & Matschinger, 1999; Gouwy, 
2008; Koopmans & Lamers, 2007; Biddle et al., 2004; O’Neil, Good, & Holmes, 1995; O'Brien, et al., 
2005). As a consequence, we expect that help-seeking is stigmatized to a higher degree among men 
(Vogel et al., 2006; Pederson & Vogel, 2007; Ng & Chan, 2000; Addis & Mahalik, 2003). 
 
5.3 Tackling stigma by means of contact 
 
Next, we focus on how the characteristics of the person who is judging someone with mental illness 
might play a role.  
 
Intergroup contact has long been social psychology’s and sociology’s most promising strategy for 
changing stigmatizing attitudes (Corrigan & Penn, 1999; Corrigan, River, et al., 2001; Pinfold et al., 
2003). Being confronted with people that contradict the content of cultural beliefs is a powerful tool 
to change stereotypes. The basic rationale is that prejudice may be reduced as one learns more 
about a category of people and no longer relies  on generalizations and oversimplifications. The 
following theoretical frameworks underline this reasoning. First, according to the Theory of Cognitive 
Dissonance (Festinger, 1957), people change their stereotypes when they encounter information that 
is inconsistent with the stereotypes they hold. Second, following the Recategorization Theory 
(Gaertner et al., 1990), contact with an out-group member results in changes in the classification of 
that person. Instead of viewing the person with an out-group status as one of ‘them’, he or she 
becomes one of ‘us’. Furthermore, the attribution theory (Weiner, 1995; Corrigan, 2000) argues that 
due to contact with people with an out-group status, people will change their perceptions regarding 
responsibility and controllability.  
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Contact hypothesis  
 
The contact hypothesis or Intergroup Contact Theory of Allport (1954) refines the idea that contact is 
one of the best ways to improve relations among in- and out-groups. Its contribution is that it 
underlined that contact only reduces prejudice toward minority groups under specific conditions. 
More specifically, contact has the most positive effect if it is personal, voluntary, intimate, and 
repeated over time. Contact situations need to be long enough to allow for the members of the 
conflicting groups to feel comfortable with one another and to decrease feelings of anxiety. Other 
beneficial circumstances are similar social statuses of the interaction partners, a collaborative task, 
and institutional support (Gaertner et al., 1990; Kolodziej & Johnson, 1996; Sigelman & Welch, 1993; 
Pettigrew & Tropp, 2006; Pettigrew, 1998; Pettigrew et al., 2011). In other words, to obtain beneficial 
effects, the situation must include positive contact.  
 
In brief, in this dissertation we consider cultural factors by paying attention to stigmatizing attitudes 
which might deter care-seeking. Next to different dimensions of stigma (public stigma and self-
stigma), we also take into account the characteristics of the one who gets labeled and the labeler. On 
the one hand, we study whether the gender of the person who is reporting symptoms of mental 
illness does matter. On the other, we examine whether the level of contact of the labeler with people 
with mental illness has an impact.  
 
In conclusion, this dissertation starts out from the Network Episode Model of Pescosolido (1992). We 
focus our attention on two aspects of the NEM. On the one hand, we acknowledge that the social 
network is the mechanism that constitutes decision-making. On the other, we emphasize that more 
attention should be paid to cultural beliefs when studying help-seeking for mental illness. With 
regard to the social network, we highlight the importance of the social network content. Depending 
on the composition of the social network, different conceptualizations of mental illness arise and 
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different perceptions about the effectiveness of professional treatment are present. As concerns 
cultural beliefs, we underline the importance of taking stigma into account. Next to stigmatizing 
attitudes, we also consider how characteristics of the labeler and characteristics of the one who gets 
labeled play a role in the stigma process.  
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6 Empirical research questions  
 
In the following section, we deduce some empirical research questions based on the theoretical 
framework that has been outlined above. For each research question, we start with outlining the 
state of the art of previous empirical studies. Next, we highlight the contribution of our research and 
finally, we utter some hypotheses.  
 
6.1 Association between the conceptualization of mental illness and coping 
strategies and stigmatizing attitudes 
 
A range of longitudinal studies have indicated that over time, people have become more ‘literate’ 
regarding mental health. They have become better able to recognize mental illness (Angermeyer, 
Holzinger & Matschinger, 2009; Jorm, Christensen & Griffiths, 2006) and are more likely to attribute 
the situation, at least partly, to biogenetic factors (Jorm, 2000; Angermeyer & Matschinger, 2005; 
Mojtabai, 2007; Schomerus et al., 2012; Paykel, Hart & Priest, 1998; Jorm et al., 2005). Yet empirical 
studies also revealed that not all of the lay public have adopted the medical model (Angermeyer & 
Matschinger, 1996; Jorm, et al., 1997; Magliano et al., 2004). Many people still prefer psychosocial to 
biogenetic explanations (Jorm, Christensen & Griffiths, 2005; Rogers & Pilgrim, 1997; Furnham & 
Bower, 1992; Schomerus et al., 2012). However, in previous studies, the association between labeling 
issues and causal attributions on the one hand and coping strategies on the other is merely studied 
departing from the medical framework.  
 
As said before, most previous studies focused only on the impact of attributing the situation to 
biogenetic factors. Yet it is unclear whether the impact of biogenetic explanations differs depending 
on whether people also hold psychosocial explanations. Little is known about how psychosocial 
27 
 
attributions interact with biogenetic ones. The contribution of our study is that we focus also on the 
role that psychosocial factors play in etiology. Moreover, we addressed a ‘bottom-up’ 
operationalization of both the conceptualization of mental illness as well as the help-seeking 
strategies, as a reaction toward the ‘top-down’ approach of many previous studies regarding this 
topic. We contrast the medicalized conceptualization with the psychologizing model. We hypothesize 
that the former will be associated with a greater likeliness to recommend professional care, while the 
latter will be related to a preference for informal or self-care.  
 
Next to linking the conceptualization of mental illness with help seeking strategies, we also consider 
the relationship with stigma. Concerning this topic, longitudinal studies revealed that although 
people have become more knowledgeable, the level of stigma has remained stable or even increased 
(Phelan et al., 2000). This phenomenon is considered as ‘the package deal’ (Rosenfield, 1997; Link et 
al. 1997). Rosenfield (1997) pointed out that labeling has both positive and negative consequences. 
She showed that both receipt of services and stigma are related in opposite directions to multiple 
dimensions of quality of life. Furthermore, Link et al. (1997) performed a longitudinal study among 
men who were dually diagnosed with mental disorder and substance abuse. The researchers 
followed those men from entry into treatment to follow up one year later. It appeared that 
symptoms improved thanks to treatment, but that the perceptions and experiences of stigma had an 
enduring effect on people’s self-esteem. In brief, the package deal reflects a double-edged sword. On 
the one hand, a medical conceptualization of mental illness might facilitate help-seeking, but on the 
other, it might also induce fear of stigma (Jorm, 2012). So the contribution of our study is that we 
take both the potential advantages and disadvantages of medicalization into account. Moreover, we 
examine a specific dimension of stigma, namely stigmatizing attitudes toward someone who has 
been in treatment, as we expect those attitudes to be more negative compared to attitudes toward 
someone who merely reported symptoms of mental illness.  
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This study questions the ‘genes paradox’. Genetic optimism expected that the medicalization 
movement would reduce stigma by reducing people’s tendency to blame people with mental illness. 
By attributing the illness to causes located beyond the individual’s control, the individual’s 
responsibility is lessened following the attribution theory (Angermeyer, Holzinger & Matschinger, 
2009; Read et al., 2006; Jorm & Oh, 2009; Weiner, 1995). On the contrary, the genetic essentialist 
thinking defines a group of individuals as having a deep-seated, unchangeable essence that makes 
them fundamentally different from others (Phelan, 2005; Schnittker, 2008; Haslam, 2011). The 
genetic essentialist hypothesis argues that the decontextualized nature of biogenetic factors of 
mental disorders might encourage the lay public to perceive mental illness as unchangeable and 
uncontrollable. This seems to lead to pessimism about change and recovery and desire for 
separation. Furthermore, labeling might also strengthen stigma, as it strengthens perceptions of 
homogeneity and stability (Corrigan, 2007). We expect that we will find empirical support for the 
genetic essentialist hypothesis.  
 
6.2 Impact of the social network content on beliefs toward professional mental 
health care 
 
How people’s socio-economic status predicts their health behavior is an often researched question 
(Minkin, Stoline & Sharfstein, 1994). Particularly those who obtained a higher level of education 
seem to be more likely to contact specialist mental health care (Howard et al., 1996; Olfson & Pincus, 
1994). Yet more knowledge may also reflect more skeptical views of medical services (Angermeyer, 
Matschinger & Riedel-Heller, 1999; Furnham & Wardley, 1991). They may not always translate their 
knowledge into more positive views of medical services. However, personal income as such is not 
consistently related to help-seeking behavior (Kessler et al., 2005). The limitation of those previous 
studies is that they only take the position of the individual into account, without considering the 
influence of his/her social network.  
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Our research, on the contrary, will also take the social network structure into account, as beliefs 
about the efficacy of the mental health care sector seem to differ between social groups according to 
the health lifestyle paradigm (Cockerham, 2000, 2005; Abel & Frohlich, 2012; Cockerham, Abel & 
Rutten, 1997). The contribution is that we consider the potential buffering effect of belonging to a 
certain social circle. For instance, for people from the lower strata, belonging to a heterogeneous 
network might imply that people have access to differential cultural resources. This might trigger 
healthier lifestyles (Abel et al., 1999; Blaxter, 1990; Cockerham, 2005; Cockerham, Rutten & Abel, 
1997). In other words, we hypothesize that knowing many people from the middle or upper class –as 
representing the social classes with the most positive health lifestyles- will report more positive 
attitudes toward the mental health care sector. We expect that this association will appear beyond 
the impact of people’s personal socio-economic position on attitudes.  
 
6.3 Association between stigma and help-seeking: Stereotype awareness versus 
stereotype internalization 
 
Previous empirical studies that examined the association between stigma and help-seeking 
operationalized stigma by means of the stigma dimensions social distance and dangerousness. They 
showed that a desire for greater social distance was associated with considering formal treatment 
options as helpful (Lauber, Carlos & Wulf, 2005) and that dangerousness appeared to facilitate the 
willingness to seek formal care (Mojtabai, 2010; Jorm, 2012) and the application of coerced 
treatment (Angermeyer & Matschinger 1995; Corrigan et al., 2002). So the lay public seems to draw a 
clear line when they hold an expectation of dangerousness. Perceptions of dangerousness seem to 
trigger a greater desire for social distance and lead people to believe that people with mental illness 
should be institutionalized (Corrigan et al., 2001). Those studies, however, did not capture the 
process of stereotype threat that we are aiming at.  
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The idea of stereotype threat (Steele & Aronson, 1995) is that people want to avoid being labeled as 
someone with a mental illness in order to avoid the stigma that is attached to that label. Since 
mental illness is not readily visible, the biggest cue of being labeled is entering treatment. Therefore, 
we argue that stigma might constitute a barrier toward professional help-seeking. The contribution 
of our study is that we do not consider people as passive recipients of stigma. Instead, we underline 
that the impact of cultural stigmatizing beliefs depends on whether people internalize those beliefs 
or not. We hypothesize that only people who internalize stigmatizing beliefs will be less likely to be in 
favor of professional care-seeking. Moreover, we expect that the association will differ depending on 
the source of care that is considered. 
 
6.4 Stigma as a gendered phenomenon  
 
When in current research gender is linked to help-seeking issues, the focus is usually on women’s 
health in current research (Bayne-Smith, 1996). Women are generally portrayed as the ‘sicker’ 
gender, resulting in greater utilization of mental health services (Courtenay, 2000; Sabo & Gordon, 
1995; Addis & Mahalik, 2003). Men’s underutilization of mental health services, is on the contrary, 
often taken for granted (Annandale & Clark, 1996; Courtenay, 2000) and no effort is being made to 
explain the gendered treatment gap with regard to mental health services in current research. 
 
In our study, we follow the doing gender perspective (West & Zimmerman, 1987) and examine how 
gender is being created in social interactions (Bohan, 1993; Connell, 1995; Courtenay, 2000). We 
know that gender norms somehow serve as a structuring framework when people interact. As 
concerns health related issues, norms of masculinity and femininity are also determining people’s 
reactions. Salonstall (1993) yet reasoned that people use health practices to demonstrate gender. 
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People are somehow encouraged to define men as the opposite of women, since they know that 
they will be judged upon their conformity with those gendered expectations. Hence, our contribution 
is that we do not consider gender as an innate characteristic, but that we study how the gender of 
both the labeler and the labeled person influence people’s responses to mental illness symptoms.  
 
We hypothesize that men will be less likely to be recommended to seek professional care and that 
men who deal with mental illness will be stigmatized to a higher degree, based on our argument that 
seeking professional care for mental illness is not in accordance with masculinity norms and 
accordingly might cause a role conflict and status loss.  
 
6.5 The potential negative side-effect of contact on stigmatizing attitudes 
 
The level of familiarity with mental health services – either through personal experience or through 
knowing someone who has been treated- is considered in every one of our empirical studies, since 
contact is a crucial indicator of help-seeking beliefs. In the last empirical study, we zoom in on the 
association between contact and stigmatizing attitudes. This is a relevant research question in times 
of deinstitutionalized or community based care.  
 
Although it was expected that contact would reduce stigmatizing attitudes, previous empirical 
studies regarding the association between contact and stigma delivered inconsistent findings. As a 
consequence, Brunton (1997) and Callaghan et al. (1997) introduced the term ‘contact paradox’. 
Some studies indeed found that contact with people with mental illness decreased the desired social 
distance from people with mental illness (Angermeyer & Matschinger, 1996; Hall et al., 1993; 
Ingamells, Goodwin & John, 1996; McKeon & Carrick, 1991; Vezzoli et al., 2001). Yet other studies 
reported that contact with people with mental illness encouraged the desire for social distance due 
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to perceiving them as dangerous (Phelan & Link, 2004). Additionally, a range of studies did not find 
any significant effect of contact on social distance (Arkar & Eker, 1992; Stuart & Arboleda-Florez, 
2001).  
 
We argue that these inconsistent findings are due to the rather crude measures of contact that are 
used in previous studies. Therefore, we apply a more nuanced operationalization of contact, inspired 
by the contact hypothesis of Allport (1954). The contribution of our approach is that we consider the 
level of intimacy of the contact relationship, potential outcomes of the relationship and emotional 
reactions that reflect the intensity of the encounter.  
 
We hypothesize that a personal relationship with a high level of intimacy is better in modifying 
prejudice. Furthermore, we expect that the outcome of the treatment matters too. Finally, we 
hypothesize that negative emotions such as fear might have a powerful detrimental impact on 
stigmatizing attitudes. Those contact conditions are linked to the preferred social distance toward 
people with mental illness, conceptualized as how opposed or how positive people’s beliefs are 
toward community care initiatives.  
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7 Research design  
 
7.1 Public opinion research 
 
In this dissertation, we used public opinion research to question the lay public’s attitudes toward 
people with mental illness and mental health services. Using survey research among a 
representative sample of the general population is a valuable approach, since many empirical 
studies are limited in the sense that they study selective samples such as student (Vogel, Wade, & 
Hackler, 2007; Golberstein, Eisenberg, & Gollust, 2008, 2009) or rural samples (Wrigley et al., 2005; 
Komiti, Judd, & Jackson, 2006). In Belgium, this is the first survey that studies the attitudes of the 
general population toward people with mental illness and mental health services. Previous studies 
were limited to specific research samples such as service users (Verhaeghe & Bracke, 2011), 
community and health professionals (Scheerder et al., 2011), and medical students (Scheerder & 
Van Audenhove, 2011). 
 
The disadvantage is that if you want to study people’s personal experience with mental illness and 
their actual help-seeking behavior, the number of participants of the survey has to be substantial in 
order to have a sufficient number of participants that would have reported psychiatric symptoms 
and who would report some variability in treatment contact. Given that in general, merely a small 
percentage (10-15%) of the general population are (former) mental health service-users (Alonso et 
al., 2004), extensive datasets studying this topic are needed, particularly when the research aim 
involves the comparison of different sources of care. Therefore, some studies focus on patient 
samples (Sirey et al., 2001). However, the pitfall of patient samples is that information is missing 
about those people who did not end up in care, despite their (subjective) need of it. So a key 
variable is then eliminated.  
35 
 
 
The advantages of public opinion research are that cultural beliefs can be questioned on the one 
hand, as stigma originates in the cultural beliefs held by the general public. Also gender norms are 
based on the stereotypes regarding masculinity and femininity that are taken for granted in society. 
On the other hand, the lay referral system can be studied, as we acknowledge that mental health 
complaints are almost always identified first by members of the social network and that people are 
influenced by their significant others when considering the decision to seek care or not (Dew et al., 
1991; Pescosolido et al., 1998; Cusack et al., 2004).  
 
The limitations that come along with applying public opinion research, more specific regarding the 
attitudes versus behavior debate and social desirability issues will be more elaborately discussed 
upon in the discussion part.  
 
7.2 Vignette technique 
 
An important criticism on survey research is that the judgments required of respondents are often 
too abstract. When posing vague questions, there is a risk that each  respondent  will  answer  in 
terms  of  his own mental  picture  of  the  question. So ambiguity arises when respondents are asked 
to make judgments based on limited information, since they then are required to impute information 
themselves. 
 
A methodological approach that can be used to alleviate the aforementioned problem is the vignette 
technique. The solution  is  to  make the  stimulus  presented  as concrete  and  detailed  as possible 
in order to approximate  a  real-life  decision-making situation.   
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The advantage in case of applying the vignette technique is that the  additional details are provided  
by the  researcher. By  holding  the  stimulus  constant,  the  researcher  gains a degree  of  control  
over  the  stimulus  situation, comparable to the use of experimental designs (Alexander & Becker, 
1978). 
 
A vignette is a fictional story that provides concrete information about people’s behavior in certain 
situations. They contain precise references to what are thought to be the most important factors in 
decision-making processes (Alexander & Becker, 1978). Vignettes are used as a stimulus to explore 
participants’ perceptions and beliefs in relation to a specific situation (Barter & Renold 2000). In 
psychiatric attitude research, the vignette technique has a long tradition with Starr as the pioneer 
(1955). Particularly in stigma research, the vignette methodology is widely employed (Ben-Porath, 
2002; Corrigan et al., 2005; Mcbride, 1998; Schumacher, Corrigan & Dejong, 2003; Schwartz, Weiss & 
Lennon, 2000; Walkup, Cramer & Years, 2004; Hazel, 1995; Hughes, 1998; Barter & Renold, 1999; 
Schoenberg & Ravdal, 2000).  
 
The technique has also been used as narrative in health promotion research to improve knowledge, 
change attitudes and motivate health behavior change. Furthermore, the vignette technique was 
used to examine decision making among clinicians (Shulman et al., 1999; Green et al., 2007) and 
literature suggested that assessment made on basis of vignette case descriptions correlated highly 
with those made after examination of patients with equivalent symptoms seen in person (Kirwan et 
al., 1983). 
 
According to Shulman et al. (1999), vignettes have emerged as a viable method. Applying the 
vignette technique has the following advantages. First, to be able study mental illness in a cross-
cultural comparative perspective, one has to be sure that one is studying the same type of mental 
illness across different countries. In this case, fundamental classification tools such as the DSM-IV are 
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essential. The diagnostic ‘bible’ of the DSM IV, although heavily criticized, has been developed in 
order to guarantee reliable communication among clinicians, researchers and policy makers (Reed et 
al. 2011; Soydan, 1996).  
 
Second, studying mental illness in general is too broad, too amorphous to be useful. The blanket 
term of ‘the mental patient’, which has dominated research on stigma related to mental illness, is 
not useful (Mann & Himmelein, 2004). People have different ideas about what the meaning of 
mental illness is, and thus one would be studying different conceptualizations of mental illness, as 
people interpret mental illness differently. Some people would think about subclinical mental health 
problems, while others would only consider the most severe mental disorders. Some would regard 
internalizing disorders to be the subject, while others would make the connection with externalizing 
disorders such as substance abuse. Instead of being dependent on the imagination of the 
respondents, we chose to fix the ‘need’ factor by focusing upon two particular types of mental 
disorders: one that is common (depression) and one that is considered as very severe 
(schizophrenia). Presenting a fixed range of symptoms rules out the possibility that the 
misunderstanding of the concept of mental illness guides people their responses. Moreover, applying 
the vignette techniques creates the opportunity of comparing the attitudes toward different types of 
mental disorder. 
 
Third, another advantage is that the respondent is not as likely  to consciously  bias  his report. As the 
respondent does not know which factors are being compared, he or she will be less likely to answer 
in a socially desirable way. Fourth, the  vignette  technique makes  it possible  to analyze the effect of 
systematically varying certain characteristics of the vignette description. As long as there is an 
approximately equal distribution of the different vignette versions across the sample population, 
group differences in attitudes can be measured. So the vignette technique allows the researcher to 
develop specific research questions related to the characteristics of the vignette person (Lapatin et 
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al., 2012). For instance, much attention has been devoted to the theme of ‘double stigma’ (Gary, 
2005) by examining people’s reactions toward someone with an out-group status who also suffers 
from a disorder that is taboo. In our case, we took the opportunity to study how responses differ 
depending on the gender of the vignette person in interaction with the gender of the respondent. 
Both cases of same-gender or cross-gender interaction can be studied as a consequence.  
 
Finally, another opportunity that is provided by applying the vignette technique is that the mental 
health literacy of the respondent can be questioned. The fact that the case histories are unlabeled 
offers a way to examine whether people are able to recognize the mental disorder, while not 
implying a medical interpretation. Last but not least, taking into account the sensitivity of the 
research theme, vignettes provide a non-threatening and impersonal approach for people who 
themselves have dealt with mental illness in the past (Hazel, 1995; Hughes, 1998; Barter & Renold, 
1999; Schoenberg & Ravdal, 2000). 
 
The biggest critique on the vignette technique is that some researchers argue that there might be a 
significant gap between what people say they are going to do in response to a hypothetical story and 
how they react in reality (Hughes, 1998; Barter & Renold, 1999, 2000). This debate will be elaborated 
upon in the discussion section.  
 
More specific, in this dissertation, we used two different vignettes to draw conclusions about the 
attitudes of lay people towards someone who is suffering from a certain mental disorder and toward 
the use of mental health care services. The judgments that are evoked are for instance opinions 
about what that person should do, or their willingness to engage in a working relationship with that 
person (Hazel, 1995; Hughes, 1998; Barter & Renold, 1999, 2000; Schoenberg & Ravdal, 2000). The 
vignettes, used in this PhD, refer to major depressive disorder and schizophrenia. Major depressive 
disorder is a rather common mental disorder. Its relatively high prevalence (lifetime prevalence 
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approximates around 20% (Kessler et al. 2005, 2007) makes it a ‘known’ disorder. The symptom 
description refers to changes in mood or affect. People have to suffer from some of the following 
clusters of symptoms: changes in weight or appetite, changes in sleep, decreased energy, feelings of 
worthlessness and difficulties to concentrate. Schizophrenia belongs to the category of psychotic 
disorders. It is defined as a disturbance lasting at least six months and in its active phase, it includes 
some of the following symptom groups: delusions, hallucinations, disorganized speech, negative 
symptoms. Studying that kind of relatively rare type of mental disorder (approximately 1% of the 
population is affected by it (Linscott & Van Os, 2010), as it is categorized as a ‘severe mental illness’, 
because people can be hampered to complete education, maintain a job or in general, function as 
expected in society.  
 
The vignettes, used in this survey, are taken from the 1996 U.S. General Social Survey, and were 
rewritten during a meeting in Madrid, with all the country teams’ representatives and a cross-
cultural psychiatrist who was involved in the WHO studies present. The vignettes are in accordance 
with the DSM IV-definitions, which itself was revised for cross-cultural applicability (Thakker & Ward, 
1998). The vignettes were randomly varied and referred either to someone suffering from major 
depression, schizophrenia or asthma, either to a man or a woman and either to someone with an in-
group or an out-group status. The out-group status refers to the Turkish nationality, as the Turkish 
community is one of the largest ethnic minority groups in Belgium (Federal Public Service 
Employment, Labour and Social Dialogue, 2013).  
 
The depression vignette was as follows: 
Jan/Marie/Ahmed/Fatima is a Belgian/Turkish men/women. For the last several weeks NAME has 
been feeling really down. She/he wakes up in the morning with a sad mood and heavy feeling that 
sticks with her/him during the rest of the day. She/he isn’t enjoying things the way she/he normally 
would. In fact, nothing seems to give him/her pleasure. Even when good things happen, they don’t 
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seem to make NAME happy. The smallest tasks are difficult to accomplish. She/he finds it hard to 
concentrate on anything. She/he feels out of energy and cannot do the things she/he usually does. 
And even though NAME feels tired, when night comes she/he can’t go to sleep. NAME feels 
worthless, very discouraged and guilty. NAME’s family has noticed that she/he has lost appetite and 
weight. She/he has pulled away from the family and just doesn’t feel like talking.  
 
The psychosis vignette was as follows:  
Jan/Marie/Ahmed/Fatima is a Belgian/Turkish man/woman. Up until a year ago, life was pretty okay 
for NAME. But then, things started to change. He thought that people around him/her were making 
disapproving comments, and talking behind his/her back. NAME was convinced that people were 
spying on him/her and that they could hear what she/he was thinking. NAME last his/her drive to 
participate in his/her usual work and family activities and retreated to his/her home, eventually 
spending most of his/her time on his/her own. NAME became so preoccupied with what she/he was 
thinking that she/he skipped meals and stopped bathing regularly. At night, when everyone else was 
sleeping, she/he was walking back and forth at home. NAME was hearing voices even though no one 
else was around. These voices told him/her what to do and what to think. She/he has been living this 
way for six months.  
 
In sum, using the vignette technique is a promising research method for investigating respondents’ 
beliefs and attitudes. Vignette studies combine ideas from classical experiments and survey 
methodology to counterbalance each approach’s weakness. On the one hand, traditional surveys 
show a high external validity due to their claim of representativeness and their multivariate 
measurements. On the other hand, classical experimental designs derive their high internal validity 
enabled by the controlled intervention. The combination of the vignette technique with a 
representative sampling of respondents and supplemented with a traditional questionnaire allows 
the investigation of conditional vignette effects (conditional on respondent characteristics) and the 
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generalization to a well-defined target population (Atzmüller & Steiner, 2010). For Sniderman and 
Grob (1996) this combination of the traditional representative survey and the vignette analysis with 
their different strengths in external and internal validity was one of the innovational breakthroughs 
in the design of public opinion surveys.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
8 Belgian Context 
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The relevance of the Belgian context for an international audience is the peculiar position of 
Belgium. Studying help-seeking for mental illness in Belgium is interesting for the following reasons. 
First, cultural factors play an important role in Belgium, as there are only limited structural barriers 
toward medical treatment. Accessibility factors play a minor role due to the high number of care-
providers in Belgium and the fact that medical care is reimbursed. Second, Belgium has no 
gatekeeper-system, so people can immediately approach specialist care to cope with mental health 
problems if they themselves consider it necessary. Third, the deinstitutionalization movement 
started rather late in Belgium. We explain these arguments into more detail in the following 
paragraphs.  
 
In Belgium, there is a relatively high supply of (mental) health professionals. There are 177 general 
practitioners (HOPE, 2013) and approximately 18 psychiatrists per 100,000 inhabitants (WHO, 2005). 
There are no official numbers of clinical psychologists and psychotherapists available, since their title 
was not legally acknowledged previously. Moreover, mental health visits to medically trained 
professionals are relatively affordable thanks to the insurance system based on the solidarity 
principle (Bruffaerts, Bonnewyn & Demyttenaere, 2007; Hermans et al., 2012; Kovess-Masfety et al., 
2007). Furthermore, access to specialized care is unrestricted, since Belgium has no gatekeeper-
system which forces people to go to their general practitioner first in order to get a referral to 
specialist care. 
 
The deinstitutionalization process is still in transition in Belgium. Nevertheless, a range of reforms 
have occurred over the years to reduce hospital-based care and to establish more community-based 
care. In the seventies, large outpatient community health centers were established. In Flanders, 
there are twenty large centers for mental health care and in the Walloon region, there are 61 smaller 
centers. They are funded by the regional governments. In the nineties, another important reform 
took place. There was a cutback of psychiatric hospitals. Alternative forms of residential care were 
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provided by psychiatric nursing homes, sheltered accommodation and home care instead. Psychiatric 
nursing homes (42 in total, providing 3,265 beds) take care of stabilized, chronic patients. For people 
with mental illness who need daily help in order to live independently, there are psychiatric sheltered 
living facilities (88 in total, providing 3,917 beds). Home care can be traced back to the city of Geel, 
which was the first city worldwide where people with mental illness were looked after in foster 
families 700 years ago (Goldstein & Godemont, 2003). Nowadays, there are still 890 host families, 
particularly in the Flemish region. Subsequently, in 1999, the number of psychiatric nursing home 
beds and places of sheltered living were increased, and care in psychiatric hospitals was reserved for 
intensive and specialized treatment. In addition, a better cooperation between intramural and 
extramural services was established.  
 
As of 2010, article 107 of the hospital law allows psychiatric hospitals to close beds (an additional 
decline of 11% psychiatric hospital beds is the aim) so that those resources can be used to develop 
outpatient outreach multidisciplinary teams. Recently, 19 pilot projects have been approved by the 
government, and will be evaluated in 2014. These outreach teams will be able to handle crisis 
situations in order to lower the number of collocations and to provide less restrictive alternatives of 
care. This is only one aspect of article 107 of the hospital law. In general, its aim is to bring mental 
health care as close as possible to the needs and demands of people with mental illness by 
guaranteeing continuity of care through the development of care circuits and care networks in well-
defined regions. Next to the provision of homecare services for people with acute and chronic 
mental illness, article 107 also includes the promotion and prevention of mental illness and the 
social reintegration of former service-users by helping them to find housing, employment and 
leisure activities (Hermans et al., 2012; www.psy107.be) 
 
Yet Belgium still has an extensive supply of available psychiatric hospital beds (Bruffaerts, Sabbe, & 
Demyttenaere, 2004). Institutional care is still an important aspect of mental health care, as 
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Belgium has the second highest number of psychiatric hospital beds in the world after Japan. The 
number of psychiatric hospital beds per 100,000 inhabitants amounts to 161 (WHO, 2011), while 
the mean number of beds per country remains around 100. The majority of those beds (15,790) are 
located in one of the 68 psychiatric hospitals and a minority (3,975 beds) are situated in psychiatric 
wards of general hospitals (Hermans et al., 2012). So the on-going deinstitutionalization movement 
in Belgium is far from completed. Article 107 is a step in the right direction, but remains a pilot 
project, highly dependent on initiatives taken by psychiatric hospitals and merely covering about 
two thirds of the Belgian territory nowadays. 
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9 Methodology 
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9.1 Stigma in a Global Context – Mental Health Study 
 
The international project ‘Stigma in a Global Context – Mental Health Study’ has been initiated by 
Bernice Pescosolido of Indiana University, in collaboration with J. Martin, J. Long and T. Smith. The 
general aim of this survey was to test a multilevel theoretical explanatory model of discrimination 
and exclusion of people with mental illness, using an international comparative approach. In total, 
nineteen countries are involved in this project:  USA, New-Zealand, Argentina, Brazil, Bangladesh, 
South-Korea, the Philippines, Japan, China, Nepal, South-Africa, Iceland, Germany, United Kingdom, 
Spain, Cyprus, Hungary, Bulgaria and Belgium. In each country, between 1000 and 1500 respondents 
of the non-institutionalized adult population are questioned by means of face-to-face interviews. A 
lot of attention has been paid to the cross-cultural comparability of the survey (Pescosolido et al., 
2013). 
 
The Belgian part of the survey ‘Stigma in a Global Context - Belgian Mental Health Study’ has been 
established thanks to a grant from the Research Foundation (FWO) Flanders and a grant from the 
Special Research Fund of Ghent University (BOF). In the Belgian survey, the original questionnaire of 
35 minutes was expanded to an interview of 60 minutes. In addition, a drop-off questionnaire of 10 
pages was given to the respondents to be filled in and to be returned later.  
 
 
 
 
 
9.2 Fieldwork of the Belgian survey 
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The sampling frame was a multi-stage probability sample, which was based on data from the Belgian 
population census. To obtain those data, permission was obtained from the Privacy Commission. For 
the sampling frame, firstly, the municipalities were weighted according to their number of 
inhabitants. Subsequently, 140 municipalities were selected randomly (with the possibility of being 
selected more than once). Finally, from each selected municipality, 15 inhabitants were selected 
randomly (18+). This resulted in a total sampling frame of 2100 potential respondents (without the 
possibility of providing substituting addresses).  
 
I was responsible for the coordination of the fieldwork. The company ‘GFK Significant’ from Heverlee 
was chosen to undertake the fieldwork. The preparations of the fieldwork involved a pilot study with 
20 respondents from different gender, age and education levels. In addition, a training session for the 
108 interviewers took place. When presenting the study, I emphasized that they could not mention 
that the survey involved the theme of mental illness or mental health care utilization or 
stigmatization. Instead, the survey had to be presented as studying health and medical care in 
general.  
 
The fieldwork started on the 5th of October 2009 and ended on the 18th of January 2010. The 
response was maximized through a minimum of 5 contact moments, of which at least one contact 
took place after 6 p.m. during the week and at least one contact took place during the weekend. 
Moreover, all contact moments had to be spread over 2 weeks. In addition, a reconversion-procedure 
took place during the last weeks of the fieldwork. This procedure involved revisiting addresses where 
nobody was found at home and revisiting those who uttered a soft refusal by other interviewers who 
obtained a high response rate. By means of this procedure, 95 extra interviews were obtained from 
the 387 addresses which were set aside in reconversion. A response rate of 25% in a reconversion 
procedure is relatively high. To maximize the response rate of the drop-off questionnaire, several 
reminders took place. Some respondents were reminded of returning the drop-off questionnaire 
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when they received a phone call with regard to the fraud control. The other respondents who did not 
receive a phone call regarding the fraud control, received a phone call 15 days after the date on which 
the interview took place. When they could not be reached by phone, a new drop-off questionnaire 
was sent as standard procedure.  
 
The quality of the interviews has been controlled by me. When the interviewer completed his/her 
first three interviews, the interviews were controlled along the lines of duration, answers on open-
ended questions, number of refusals to answers and ‘do not know’-answers, and the congruence 
between years of education and level of education attained. This occurred again after completing a 
set of 15 addresses. In the end, 23 interviews have been deleted due to lack of quality. In addition, a 
fraud control took place by again contacting the respondents with a brief questionnaire regarding 
whether a man or woman came by to do the interview, whether that person used a computer and 
how long the duration of the interview was among other things. The fraud control which has been 
executed by ‘GFK Significant’ by means of phone calls (at least one respondent per interviewer and 
237 in total) and the fraud control that was carried out by us by means of the answer-cards which 
were sent together with the thank you letter, revealed no additional unusable interviews. 
 
Response rate 
 
In total, 1166 validated interviews were obtained. To calculate the response rates, we followed the 
guidelines of the American Association of Public Opinion Research 
(http://www.aapor.org/Response_Rates_An_Overview1.htm). The cooperation rate, excluding those 
who were incapable of cooperating due to for instance a language barrier, illness or being on holiday 
or having moved, amounts to 66.9% and the Response rate, calculating response in a traditional way 
by dividing the total number of interviews by the total number of available addresses,  amounts to 
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55.5%. With regard to the drop-off questionnaire, it was returned by 841 respondents which is a 
response rate of 72%. In the table below, we mention the reasons for non-response.  
 
Reasons of non-response N 
Explicit refusal 469 
Refusal by excuse 78 
Refusal by third person (not the respondent) 31 
No contact (respondent not at home) 12 
Nobody at home 83 
Respondent on holiday or on business trip during the time of the 
fieldwork 
55 
Changed address (respondent has moved and new address is not known) 55 
Unknown address 34 
Respondent has died 2 
Language barrier 23 
Disabled, demented or chronically ill 91 
 
Table 1: Reasons of non-response.  
 
9.3 Study samples 
 
Regarding the study population of the interview, women, older people and higher educated people 
are slightly overrepresented. Next to this, we have to mention that Flanders (62.71% response rate) is 
somehow overrepresented, while the Walloon region (47.19% response rate) and particularly 
Brussels (36% response rate) are underrepresented. Despite the fact that we asked the interviewers 
to mention that this survey has been organized by Ghent University in collaboration with the 
university of Liège, we received many explicit refusals from French speaking participants, among 
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others through the telephone line that was mentioned on the introduction letter. Furthermore, we 
notice that the amount of inhabitants without the Belgian nationality is 5.6%, but this lower number 
in comparison to the actual migrant population of 12.6% (Federal Public Service Employment, Labor 
and Social Dialogue, 2013) is probably due to the language barrier. In addition, the number of 
unemployed people is slightly underrepresented (5.8% versus 7.9% (Federal Public Service 
Employment, Labor and Social Dialogue, 2009), while the number of retired people is 
overrepresented (23.2% versus 17%) (Berghman et al., 2010). In the study population of the drop-off 
questionnaire, women, older people and higher educated people are again overrepresented. 
Furthermore, single people, unemployed people and those with a lower household income are 
underrepresented.  
 
In order to partly address this selective non-response bias and to give appropriate relative 
importance to the answers of certain subgroups which are over- or underrepresented, we created a 
weighting factor (Winship, Christopher & Radbill, 1994). By lack of population data regarding the 
education level of the general population, we used the socio-economic Labor Force Survey from 2009 
as the most valid source of information providing information about gender, age and education level 
of the general Belgian population upon which to base the weighting procedure. This survey includes 
information about the working, unemployed and non-active population among 90.000 Belgian 
people. The response of this survey approximates 80% from which merely 3% is caused by explicit 
refusal to participate. Two different weighting factors were created, one for the interview sample and 
one for the drop-off sample. The weighted interview sample consists of 1116 cases and the weighted 
drop-off sample of 750 cases. The number of cases is reduced due to the fact that the maximum 
weight factor has been restricted to three and due to the fact that some categories were not 
represented in the study population, so that they could not be overrepresented. As a consequence of 
the weighting procedure, the number of men and women becomes more balanced, the mean age is 
slightly reduced and the mean level of education approximates 12 years instead of 12 years and a 
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half. We were not able to take into account the regional variation, since this would make the 
weighting procedure too complex.  
 
In the table mentioned below, the descriptives of the study samples are given. In study 1, we only 
addressed the respondents who received the schizophrenia-vignette (N= 381), since the genetic base 
of schizophrenia is more pronounced than that of major depression. In study 2, we assessed both 
vignettes (N=728), as stigma also constitutes a barrier toward less severe mental disorders. Study 3 
examined the whole study population (N= 1104), but we distinguished two subsamples. One focused 
on the respondents with public contact (N= 787) and the other subsample excluded those who did 
not have interpersonal contact (N= 626), because specific characteristics of public and interpersonal 
contact are questioned. Study 4 addressed the respondents who filled in the drop-off questionnaire 
(N=750), since the questions regarding social network resources were only included in the drop-off. 
Finally, study 5 studied both mental disorder vignettes (N= 743).  
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Study 1 
(N=381) 
Study 2 
(N=728) 
Study 3 
(N=1104) 
Study 4 
(N=750) 
Study 5 
(N=743) 
Gender 
Men 50.1% 48.6% 49.2% 49.0% 48.8% 
Women 49.9% 51.4% 50.8% 51.0% 51.2% 
Age (18-94)  46.2 48.1 48.0 49.3 48.5 
Education (0-24)  12.0 11.9 12.0 12.2 11.9 
Marital status 
Married or cohabiting 64.5% 63.8% 65.1% 68.0% 63.2% 
Separated, divorced, 
widowed or single 
35.5% 36.2% 34.9% 32.0% 36.8% 
Employment 
status 
Employed 58.8% 53.9% 54.2% 53.5% 52.9% 
Unemployed, retired, student 
or homemakers 
41.2% 46.1% 45.8% 46.5% 47.1% 
Contact 
Personal experience 13.4% 15.5% 15.2% 14.7% 15.5% 
Interpersonal contact 51.8% 48.5% 46.1% 52.9% 53.7% 
No (inter)personal contact 34.8% 36.0% 38.7% 32.3% 30.8% 
 
Table 2: Study samples.  
9.4 Core Variables 
 
In this section, we add some information about the core variables of this dissertation. The 
descriptives mentioned below are based on the weighted study samples. We start with the 
determinants of help-seeking attitudes that are addressed in this dissertation, namely the 
conceptualization of mental illness, the composition of the social network, the stigma dimensions of 
public stigma and self-stigma, gendered interactions and contact conditions.  
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Conceptualization of mental illness 
 
Labeling is measured in two ways. Next to asking for prompted identification, we also questioned 
labeling in a more spontaneous way. First, a question was asked which indicated prompted 
identification: “How likely is it that the vignette person is experiencing a mental illness?”. This is the 
most common method to question labeling issues (Link et al., 1999; Martin, Pescosolido & Tuch, 
2000; Perry et al., 2007; Pescosolido et al., 2010; Phillips, 1967). This item was originally scored on a 
4-point Likert scale, but we dichotomized the scores so that the score of 1 referred to defining the 
situation as a mental illness. 
 
Second, respondents were asked what they would say was wrong with the vignette person. They 
could choose from the following categories: depression, schizophrenia, asthma, or stress, or they 
could suggest another option. The responses of the latter open-ended answering option were subject 
to content analysis. Subsequently, all labels involving the adequate recognition of schizophrenia were 
pooled, following Angermeyer and Matschinger (2003, 2005). This resulted into three categories:   (1) 
applying a medical label (in this case those who accurately apply the schizophrenia-label), (2) 
applying a non-medical label (referring to stress, psychological problem, traumatic event, etc.), and 
(3) giving an inaccurate diagnosis (for example labeling schizophrenia as depression) (54.6%).  
 
As concerns etiology, our intention was to draw attention to the relative importance of two types of 
causal attributions, namely biogenetic and psychosocial factors. As it was not literally asked in the 
questionnaire to mention the cause with the greatest significance and the second most significant 
one (see Schomerus, Matschinger and Angermeyer, 2006), we developed the following measure in 
order to give an indication about the ranking of the two factors under study. We make the distinction 
between adhering to both psychosocial and biogenetic factors (biopsychosocial model), or adhering 
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to one of both (bio-bio-bio model or psychosocial model). This is a step forward, compared to the 
studies that merely examine the impact of psychosocial and biogenetic factors next to each other. 
 
Causal attributions refer to three categories which are based on the following questions.  
Respondents were asked to rate the likeliness of the situation being caused by on the one hand 
biogenetic factors, namely (a) a brain disorder and/or (b) genes and psychosocial factors, respectively 
(c) social problems and/or (d) economic problems on the other. We dichotomized the original scores 
(‘very or somewhat likely (1)’ versus ‘not very or not at all likely (0)’ and created three categories 
ourselves to take into account the relative importance of both biogenetic and psychosocial factors. 
This resulted in the following three categories: (1) adhering to the biopsychosocial model (believing 
that both biogenetic and psychosocial causes are involved), (2) adhering to the psychosocial model 
(merely attributing the situation to a psychosocial cause) and (3) adhering to the bio-bio-bio model 
(only attributing the situation to a biogenetic cause). The respondents who believed in neither 
biogenetic nor psychosocial factors were deleted from the sample, as only 2 respondents (0.4%) 
belonged to this category.  
 
Composition of the social network 
 
Since health lifestyles are class dependent, we use a class-based indicator to sketch the composition 
of the social network. This measure is based on the position generator, which questions whether the 
respondent knows people in his or her social network who practice certain professions (Lin, 2001; Lin, 
Fu & Hsung, 2001; Van der Gaag, 2005). Respondents were presented with a list of 15 professions, 
which are all salient in Belgium, ranging from cleaning worker to physician. The response categories 
are ‘a family member has this occupation’, ‘a friend has this occupation’, and ‘an acquaintance has 
this occupation’. A definition of an acquaintance was added for conceptual clarity. An acquaintance 
refers to someone whose prename you know and with whom you make a short conversation when 
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meeting him/her. There was also an answering category reflecting ‘I do not know anyone who has 
this occupation’ to be able to distinguish people their lack of network resources from missing 
answers. 
 
In this particular study, both strong and weak ties are taken into account. Strong ties are an important 
source of social support, but weak ties are also important in the sense that they provide more diffuse 
health information, reaching people from more diverse social positions (Granovetter, 1973). 
 
 Subsequently, the occupations are divided into different social classes, following Goldthorpe’s (1987) 
class scheme. We distinguish the manual working class (cleaning worker, assembly line worker, truck 
driver, policeman/woman, electrician), the middle class (clerical worker, owner of a small 
factory/firm, nurse, journalist, teacher) and the upper-middle class (division head and manager of a 
large factory/firm, owner of a large factory/firm, lawyer, physician) (see Verhaeghe et al., 2012 for 
more information). The number of occupations from whom you know somebody are added up, with 
five as the maximum (manual working class: Mean (SD): 2.82 (1.54); middle class: 3.19 (1.34); upper-
middle class: 2.47 (1.64).  
 
Public stigma and self-stigma 
 
We pay attention to two stigma dimensions that are attached to being in treatment, namely public 
stigma and self-stigma. Public perceived stigma or Link’s perceived devaluation and discrimination 
scale refers to people’s perception of to which extent most other people stigmatize someone who has 
been in psychiatric treatment (Link et al., 1987). The advantage of this approach is that social 
desirability issues are reduced (Link et al., 1989). In this dissertation, we changed the formulation of 
the statements slightly to make reference to people who have been treated for mental illness in 
general, instead of someone who has been in a mental hospital (Link et al., 2002). The response 
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categories are situated on a 4-point Likert scale and range from fully disagree (1) to fully agree (4), 
instead of the original 6-point Likert scale. 
 
How do most people think about people who have been treated 
for mental illness according to you? 
Totally 
disagree 
Disagree Agree 
Totally 
agree 
Mean SD 
Most people would willingly accept a former mental patient as a 
close friend (reversely scored) 
2.9 37 49.1 11 2.68 0.70 
Most people believe that a former mental patient is just as 
intelligent as the average person (reversely scored) 
5.7 46.4 41.9 6.0 2.48 0.70 
Most people believe that a former mental patient is just as 
trustworthy as the average citizen (reversely scored) 
3.6 32.7 55.1 8.7 2.69 0.68 
Most people would accept a fully recovered former mental patient 
as a teacher of young children in a public school (reversely scored) 
5.9 44.1 39.1 10.9 2.55 0.76 
Most people feel that seeking treatment is a sign of personal 
failure 
7.6 43.9 40.3 8.2 2.49 0.75 
Most people would not hire a former mental patient to take care 
of their children, even if he or she had been well for some time 
4.8 19.9 56.9 18.4 2.89 0.75 
Most people think less of a former mental patient 2.5 31 52.9 13.6 2.78 0.70 
Most employers will hire a former mental patient if he or she is 
qualified for the job (reversely scored) 
5 47.3 39 8.7 2.51 0.72 
Most employers will pass over the application of a former mental 
patient in favor of another applicant 
1.4 15 62.1 21.5 3.04 0.65 
Most people in my community would treat a former mental 
patient just as they would treat anyone (reversely scored) 
6.1 56.4 34.7 2.7 2.34 0.63 
Most young women would be reluctant to date a man who is a 
former mental patient 
2.2 16.4 66.6 14.8 2.94 0.63 
Most people will take the opinions of a former mental patient less 
seriously 
0.9 22.1 69 8.1 2.84 0.59 
Full scale  2.68 0.40 
 
Table 3: Descriptives public perceived stigma. 
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Anticipated self-stigma refers to negative reactions toward oneself if one would be in psychiatric 
treatment. It is also referred to as the internalization of stigmatizing beliefs. The scale is developed by 
Verhaeghe (2008), based on the Social Isolation subscale and the Internalized Shame subscale of Fife 
and Wright (2000). The original scores on the 5 point Likert scale were reversed so that higher scores 
would represent higher levels of anticipated self-stigma. 
 
 
Totally 
disagree 
Rather 
disagree 
Un-
decided 
Rather 
agree 
Totally 
agree 
Mean SD 
I would feel ashamed when I would be in 
psychiatric treatment 
33.2 28.0 14.1 18.5 6.1 2.36 1.28 
I would feel inferior when I would be in psychiatric 
treatment 
26.6 24.7 12.6 28.0 8.0 2.66 1.34 
Psychiatric treatment would make me feel 
incapable 
26.0 32.4 13.5 21.5 6.5 2.50 1.26 
Psychiatric treatment would make me doubt 
myself 
17.5 24.9 14.3 32.6 10.7 2.94 1.30 
Psychiatric treatment would make me feel useless 23.5 30.6 13.3 25.1 7.5 2.63 1.29 
Full scale  2.62 1.09 
 
Table 4: Descriptives self-stigma. 
 
Gendered interactions 
 
The gender of the respondent and the vignette person are considered in interaction, since we made 
the distinction between a male respondent who judges a male vignette, a female respondent who 
judges a female vignette (same gender) and a male respondent who judges a female vignette and a 
female respondent who judges a male vignette (cross-gender). 
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Contact 
 
Contact refers to contact with people who have been treated for mental illness. Instead using crude 
measures of contact, we refined the conceptualization of contact by drawing attention to the level of 
intimacy of the contact relationship and to some other characteristics of the contact relationship. 
 
To assess the level of intimacy, the respondents were asked a range of questions. Have you personally 
ever received treatment for a mental health problem? Has a relative of yours ever received treatment 
for a mental health problem? Has anyone within your circle of friends and acquaintances ever 
received treatment for a mental health problem? Have you ever seen someone who seems to have a 
serious mental health problem in a public space? If the respondent did not answer any of the 
aforementioned questions in the affirmative,  he or she was assigned to the category ‘no contact at 
all’. If several categories applied to the respondent, the one representing the highest degree of 
intimacy was chosen. In sum, we established five hierarchical categories: (1) personal experience; (2) 
having a family member who has been undergoing psychiatric treatment; (3) knowing someone 
within their circle of friends and acquaintances who has been undergoing psychiatric treatment; (4) 
public contact; (5) no contact at all.  
 
To address some characteristics of the contact relationship, the following questions were asked. If the 
respondents mentioned that they had met someone in public who seemed to have a mental illness, 
they were asked about the frequency of that public contact and about the emotional reactions that 
arose due to that public contact.  The frequency of the public contact that had occurred ranged from 
‘rarely’(1) and ‘occasionally’(2) through ‘frequently’(3). The questions related to emotional reactions 
included ‘How frightening do you find people that you see in public places that seem to have a 
serious mental health problem?’ and ‘ How much sympathy do you feel for people that you see in 
public spaces that seem to have a serious mental health problem?’ The response categories were 
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situated on a 4-point Likert scale ranging from 1 (not at all frightening/no sympathy at all) to 4 (very 
frightening/a great deal of sympathy).  
 
Furthermore, the respondents who mentioned that they had known someone (family member, friend 
or acquaintance) who received treatment for a mental health problem were asked what the 
closeness of the relationship was, whether the received treatment was perceived as effective and 
how much distress this person’s mental health problem caused them. The closeness of the 
relationship ranged from 1 (not at all close) to 4 (extremely close). The answering categories related 
to the perceived effectiveness of the treatment were dichotomized and the answering categories of 
the level of distress were the following: ‘not at all’(1), ‘a little’(2), ‘quite a bit’(3), and ‘a great deal’(4).  
 
Level of intimacy of the contact relationship % 
Personally received treatment 15.2% 
Family member received treatment 26.4% 
Friend received treatment 19.7% 
Public contact 22.8% 
No contact at all  15.9% 
 
Characteristic of the contact relationship Mean+-SD 
Frequency of public contact 1.63+-0.72 
Feelings of fear arising from public contact 1.96+-0.73 
Feelings of pity arising from public contact 2.97+-0.71 
Closeness of the relationship 2.79+-0.93 
Level of distress caused by the relationship 2.68+-0.98 
Perceived effectiveness of the treatment of the 
contact relationship 
0.56+-0.50 
 
Table 5: Descriptives contact conditions  
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Following the operationalization of the different determinants of help-seeking, we go further by 
providing more details about the different help-seeking attitudes that are used in this dissertation. On 
the one hand, we operationalized help-seeking by means of spontaneous help-seeking 
recommendations, the rating of importance of a range of care-providers and the rating of helpfulness 
of treatment options. On the other, we examined the (negative) attitudes of the public toward 
professional treatment by studying treatment stigma, the stigma dimensions of blame and shame, 
the perceptions about the mental health care sector and finally the attitudes toward community 
mental health care initiatives.  
 
Spontaneous help-seeking recommendations  
 
The contribution of operationalizing help-seeking attitudes by means of spontaneous treatment 
recommendations is that we study people’s cultural toolbox. These help-seeking attitudes reflect the 
ideas that people have at their disposal regarding suggestions for potential healing strategies 
(Dimaggio and Swindler 2001; Pescosolido, 1992). The spontaneous treatment suggestions were 
asked at the very beginning of the interview after that the vignette scenario has been read (more 
specific as the third question in the survey). So they require an active approach of the respondent 
since no clues were offered.  
 
Help-seeking suggestions were assessed by means of the following open-ended question: “What 
should the vignette person do if he or she needs to do something?”. Respondents were allowed to 
offer three suggestions at the most. The responses were assigned to a range of predefined categories 
by the interviewers and if the responses did not correspond with one of the predefined categories, 
they were coded as verbatim. Those verbatim responses were recoded independently by two raters 
through a content analysis procedure and were reconsidered if the raters disagreed. For this 
61 
 
particular study, six (dichotomous) help-seeking options were considered: (1) general practitioner, 
(2) psychiatrist, (3) psychologist, (4) family, (5) friends, and (6) self-care. 
 
 Depression Schizophrenia 
General practitioner 69.2% 52.0% 
Psychiatrist 21.8% 43.8% 
Psychologist 14.8% 21.3% 
Family 30.8% 28.6% 
Friends 23.9% 20.5% 
Self-care 21.7% 19.1% 
      
Table 6: Descriptives spontaneous treatment suggestions.  
 
If we compare prompted endorsements with spontaneous suggestions, we notice that the latter are 
better aligned with actual utilization rates than the former (Pescosolido & Olafsdottir, 2010). This is 
illustrated in the table below. Prompted endorsements are more susceptible for issues of social 
desirability. The acceptance of a prompted option simply takes less effort than its rejection (Gilbert, 
1991). Furthermore, the medical framework might be triggered by previous items in the 
questionnaire referring to for example labeling and etiology. As individuals do ‘learn’ during the 
process of an interview, they may alter their responses accordingly, resulting in unrealistically high 
endorsements of medical care (Regier et al., 1998). Endorsements are perceived to rather reflect the 
dominant cultural values regarding the perceived efficacy of modern medicine, rather than referring 
to the willingness to actually do something about the situation.  
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 Spontaneous 
treatment 
suggestions 
Prompted 
endorsements 
Actual life-time help-
seeking rates in the 
SGC-BMHS survey 
Actual help-seeking 
rates Belgium in 
ESEMED-study
a 
General practitioner 60.2% 93.8% 66.6% 60% 
Psychiatrist 33.3% 75.5% 38.6% 36% 
Psychologist 18.2% 77.9% 46.4% 19% 
                    a: source: Bruffaerts et al., 2004 
Table 7: Comparison help-seeking rates. 
 
 
Rating of importance of care-providers 
 
The rating of importance of a range of care-providers is a continuous measure. The advantage of this 
measure is that it is not merely the question whether people do or do not endorse a certain care-
provider (yes or no). Instead, respondents were asked to rate the importance on a scale from 1 to 10, 
with the latter reflecting ‘very important’. This measure offers more nuanced information than simply 
endorsing or rejecting a specific care-provider.  
 
This measure is used to be able to compare people’s help-seeking attitudes toward a range of formal 
and informal care-providers. The care-providers assessed are a general practitioner, psychiatrist, 
psychologist, family, and friends. In the table below, the original scores are presented. In the 
analytical model in study 2, a logarithmical transformation of these variables was used in order to 
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approach the normal distribution and to render the estimations of the ordinary least squares 
regression analyses more accurate (Moore & McCabe, 1999). 
 
Mean (SD) 
Depression Schizophrenia 
General practitioner 8.85 (1.39) 8.75 (1.67) 
Psychiatrist 7.95 (2.23) 8.63 (1.96) 
Psychologist 7.98 (2.10) 8.44 (1.86) 
Family 8.09 (2.03) 8.13 (2.00) 
Friends 7.74 (1.99) 7.65 (2.08) 
 
Table 8: Descriptives rating of importance of care -providers.  
 
Rating of helpfulness of treatment options 
 
Rating of helpfulness of treatment options is a continuous measure. Respondents were asked 
whether they thought that certain treatment options were helpful. The answering categories were 
situated on a 7 point Likert scale, ranging from very harmful (1) to very helpful (2). Again, this 
measurement brings more nuance to the picture than merely endorsing or rejecting a certain 
treatment option. In study 3, we compared the help-seeking attitudes toward the use of 
psychotherapy and the use of tranquilizers.  
 
 
Table 9: Descriptives rating of helpfulness of treatment options.  
 
Very 
harmful 
Harmful 
Rather 
harmful 
Neither 
harmful, 
neither 
helpful 
Rather 
helpful 
Helpful 
Very 
helpful 
Mean SD 
Psychotherapy 
Depression 0 0.4 0 9.0 24.1 40.5 25.9 5.82 0.95 
Schizophrenia 0 1.5 0.7 6.0 22.7 36.5 32.6 5.90 1.04 
Tranquilizers 
Depression 2.9 10.0 11.3 11.1 33.7 25.1 5.9 4.62 1.51 
Schizophrenia 1.6 4.4 16.7 12.9 32.8 23.7 7.8 4.73 1.39 
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Treatment stigma 
 
Treatment stigma reflects the idea that people who have been in psychiatric treatment might 
experience social exclusion in a range of situations. The three items are illustrated in the table below. 
Each item was scored on a 4-point Likert scale with a higher score expressing more treatment stigma. 
 
 
Totally 
disagree 
Disagree Agree 
Totally 
agree 
Mean SD 
(a) After receiving treatment, the vignette 
person will be considered an outsider in his 
or her community 
19.8 44.1 29 7.1 2.23 0.85 
(b) If the vignette person mentions that he or she 
has been in treatment, that person will lose some 
of their friends 
9.1 39 44.3 7.7 2.51 0.77 
(c) Whatever the vignette person accomplishes in 
the future, his or her chances will always be 
limited when people discover that he or she has 
been in treatment 
11.6 40.2 38.3 9.9 2.46 0.83 
Full scale  2.40 0.60 
 
Table 10: Descriptives treatment stigma.  
 
Negative perceptions about the professional mental health care sector 
 
The perceptions about the mental health care sector are measured in two ways. Next to a five-item 
scale, we also examined these lay beliefs by means of an open-ended question. The 5-item scale is 
developed by Verhaeghe (2010), reflecting people’s attitudes toward the institutional mental health 
care sector. Each item is scored on a 5-point Likert scale and one item has been reversed. 
Subsequently, the mean score for all items is calculated and higher scores reflect stronger negative 
attitudes toward institutional mental health care. The reliability of this scale is high (Cronbach’s Alpha 
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= 0.861). Principal component analysis reveals only one factor with an eigenvalue of 3.236, which 
explains 64.7% of the variance. All items load highly on that factor, respectively (a) 0.862, (b) 0.864, 
(c) 0.716, (d) 0.759, and (e) 0.810. Furthermore, we also controlled whether the mean score of the 
scale in the subsample, referring to those respondents who filled in the drop-off questionnaire, 
differed significantly from the mean score of the scale in the full sample (referring to all respondents 
who were interviewed). 
 
Table 11: Descriptives negative perceptions about the (institutional) mental health care  
 
 
 
 
 
 Fully 
disagree 
Disagree Neither 
agree nor 
disagree 
Agree Fully 
agree 
Mean SD 
Institutional mental health care makes mental health problems 
worse 
12.0 44.0 25.0 13.5 5.5 2.56 1.04 
Institutional mental health care does more harm than good 11.4 49.5 21.1 12.7 5.4 2.51 1.03 
Institutional mental health care currently achieves good 
results(reversely scored) 
8.1 52.6 31.1 7.0 1.2 2.40 0.78 
Once you are institutionalized in a psychiatric hospital, it is 
difficult to find a way out 
8.7 40.5 21.5 23.5 5.8 2.77 1.08 
Once you suffer from mental health complaints, it is better to 
stay away from psychiatric hospitals 
15.6 50.2 17.0 12.5 4.6 2.40 1.04 
Full scale  2.53 0.80 
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The open-ended question was the following: ‘What do you think about the mental health care 
provided in psychiatric hospitals?’. By means of content analysis, we distinguished 200 responses 
(26.6%) referring to negative attitudes toward the mental health care sector, and accordingly a 
dichotomous variable was created. Examples of negative perceptions were ‘they knock patients out 
with sedatives’, ‘I think of straightjackets and padded cells’, ‘it is like being in prison’, ‘crazy people all 
together’, ‘it is harmful that people are surrounded by people with other mental disorders, often 
more serious cases’, ‘inhumane treatment’, ‘there are too few health care providers and they do not 
have enough time to carefully treat the patients’, ‘they leave patients to their own devices’, ‘taboo’, 
and ‘should only be considered as last resort’.  
 
Stigma dimensions blame and shame 
 
The stigma dimension ‘blame’ refers to attributing the situation to a weak character or lack of 
willpower. The original 4 point Likert scale has been dichotomized and 38.8% of the respondents did 
utter that they thought that the illness situation of the vignette person was his/her own fault.  
 
The stigma dimension ‘shame’ refers to the opinion that the vignette person should be embarrassed 
about his/her situation. The original 4 point Likert scale is dichotomized and more than half of the 
respondents (58.1%) expressed that they agreed with this statement.  
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Attitudes toward community care 
 
The Community Mental Health Ideology (CMHI)-scale (Sévigny et al., 1999) is a subscale of the CAMI-
scale (Community Attitudes toward the Mentally ill) (Taylor & Dear, 1981). The CAMI-scale is based on 
the OMI scale (Opinions About Mental Illness) of Cohen and Struening (1962), but the number of 
items has been reduced and the scale has been adjusted to target the general population instead of 
professional care providers.  The CMHI-subscale questions the acceptance of community mental 
health facilities and contrasts the therapeutic value of community care with the potential risks to 
local residents. For each of the 10 items, the respondents were asked to indicate the extent to which 
they agreed with the statement on a 5-point Likert scale. Some items have been reversed so that a 
higher mean score is indicative of a more positive attitude toward community mental health care. In 
our sample, the internal consistency was very good (Cronbach’s Alpha = 0.86) and the principal 
components analysis revealed only one component (eigenvalue = 4.545, which explained 45,45% of 
the variance).  
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Table 12: Descriptives of the attitudes toward community care  
 
 Fully 
agree 
Agree Neither 
agree, 
nor 
disagree 
Disagree Fully 
disagree 
Mean SD 
Residents should accept the location of mental health 
facilities in their neighborhood to serve the needs of the local 
community 
2.2 8.9 11.9 55.1 21.8 3.85 0.93 
The best therapy for many mental patients is to be part of a 
normal community 
0.5 6.7 12.4 56 22.4 3.95 0.81 
As far as possible, mental health services should be provided 
through community based facilities 
0.7 7.5 14.8 63.8 13.2 3.81 0.78 
Locating mental health services in residential neighborhoods 
does not endanger local residents 
2.0 14.2 18.4 52.3 13.1 3.60 0.95 
Residents have nothing to fear from people coming into their 
neighborhood to obtain mental health services 
1.3 9.6 18.2 56 14.9 3.74 0.87 
Mental health facilities should be kept out of residential 
neighborhoods (reversely scored) 
2.5 13.5 18.9 55.3 9.8 3.56 0.93 
Local residents have good reason to resist the location of 
mental health services in their neighborhood (reversely 
scored) 
2.6 16.3 21.3 49.5 10.3 3.49 0.97 
Having mental patients living within residential 
neighborhoods might be good therapy but the risks to 
residents are too great (reversely scored) 
3.4 22.4 30.5 39.2 4.4 3.19 0.95 
It is frightening to think of people with mental problems 
living in residential neighborhoods  (reversely scored) 
2.2 16.1 18.1 54 9.5 3.53 0.95 
Locating mental health facilities in a residential area 
downgrades the neighborhood (reversely scored) 
3.4 19.8 17.5 50 9.2 3.42 1.02 
Full scale      3.62 0.61 
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1 Medicalizing versus psychologizing mental illness: What are the 
implications for help seeking and stigma. A general population 
study. 
Pattyn, E., Verhaeghe, M., Sercu, C. & Bracke, P. (2013). Medicalizing versus psychologizing mental 
illness: what are the implications for help seeking and stigma. A general pop ulation study. Social 
Psychiatry and Psychiatric Epidemiology, 48(10), 1637 -1645.  
 
1.1 Abstract 
 
Objective: This study contrasts the medicalized conceptualization of mental illness with 
psychologizing mental ill-ness and examines what the consequences are of adhering to one 
model versus the other for help seeking and stigma. 
Methods: The survey ‘‘Stigma in a Global Context–Belgian Mental Health Study’’ (2009) 
conducted face-to-face interviews among a representative sample of the general Belgian 
population using the vignette technique to depict schizophrenia (N=381). Causal attributions, 
labeling processes, and the disease view are addressed. Help seeking refers to open-ended help-
seeking suggestions (general practitioner, psychiatrist, psychologist, family, friends, and self-
care options). Stigma refers to social exclusion after treatment. The data are analyzed by means 
of logistic and linear regression models in SPSS Statistics 19. 
Results: People who adhere to the biopsychosocial (versus psychosocial) model are more likely 
to recommend general medical care and people who apply the disease view are more likely to 
recommend specialized medical care. Regarding informal help, those who prefer the 
biopsychosocial model are less likely to recommend consulting friends than those who adhere to 
the psychosocial model. Respondents who apply a medical compared to a non-medical label are 
less inclined to recommend self-care. As concerns treatment stigma, respondents who apply a 
medical instead of a non-medical label are more likely to socially exclude someone who has been 
in psychiatric treatment. 
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Conclusions: Medicalizing mental illness involves a package deal: biopsychosocial causal 
attributions and applying the disease view facilitate medical treatment recommendations, while 
labeling seems to trigger stigmatizing attitudes. 
1.2 Introduction 
 
The mental illness is an illness like any other position is promoted by medical professionals in an 
attempt to ameliorate the mental health literacy of the lay public [1]. They emphasize that 
mental illness is equivalent to any physical disease, as it has a known biogenetic cause (which 
needs to be triggered by a social stressor) and as there are effective ways to treat it. In other 
words, emotions that were once perceived as ‘badness’ have been reconceptualized as ‘sickness’ 
or the moral has turned into the medical [2]. 
 
The aim of this medicalization movement was to create an optimistic therapeutic ideology and to 
remove the blame attached to mental illness by reducing perceptions of personal responsibility 
[3]. Empirical studies showed that on the one hand, people have become more positive toward 
psychiatric treatment over the years [4]. Yet on the other hand, stigmatizing attitudes have not 
diminished over the years; they remained stable or even increased [5-6]. So medicalizing mental 
illness seems to facilitate formal care seeking [7]. Biogenetic attributions might trigger 
benevolent attitudes according to the attribution theory [8] and a medical label may activate a 
schema of how to cope with the illness [9]. However, the disadvantage of medicalizing mental 
illness is that it seems to be associated with a greater amount of stigmatizing attitudes [5, 10-
11]. A biogenetic cause implies perceptions of stability and uncontrollability [12] and a medical 
label emphasizes the separation between “them” and “us” [13], resulting in harsher reactions 
[14].  
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Yet this medicalized conceptualization of mental illness is not adopted by all of the lay public. 
Many of them rather psychologize mental illness [15], viewing mental illness as a life crisis, 
caused by environmental stressors [10]. The advantage of this point of view is that the 
psychosocial model seems to be linked with less stigmatizing attitudes [16-18]; when the illness 
is attributed to environmental stressors, the ill are considered not responsible and are relieved 
of blame. The disadvantage is that it seems to incite informal help-seeking [19] or self-care [20], 
which is not always appropriate in cases of severe mental disorders. Because reliance on 
nonprofessional sources of care may delay or even may substitute formal care seeking.  
 
When studying help seeking, three things should be considered. First, it is crucial to capture 
people’s “cultural toolbox” for action by questioning unprompted suggestions rather than 
prompted endorsements [21]. Since prompted endorsements are known to trigger the medical 
framework, they result in high rates of endorsement [22]. Second, it is important to consider 
help seeking as a process involving different steps, conceptualized by the term “pathway to 
care”, rather than as a single event. Third, as nonprofessional help often precedes formal care 
seeking, consideration of informal help should not be neglected. Jorm et al.’s model of 
“overlapping waves of action” [23] illustrates that people have often already pursued self-care 
options or sought support among family and friends before they took the step of consulting 
formal care. 
 
When studying stigma, different dimensions of stigma may be considered. We specifically focus 
on treatment stigma, as this stigma dimension catches the core meaning of the modified labeling 
theory [24]. Central to this modified labeling theory is the proposition that stigmatizing attitudes 
toward people with mental illness are not directly linked to the person’s actual aberrant 
behavior. Yet stigma is attached to the label, which is triggered once people enter psychiatric 
treatment. In other words, former service users are still at risk of being stigmatized, even in the 
absence of aberrant behavior, due to the label that is attached to them. 
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When addressing help seeking and stigma, some potential confounders should be controlled for. 
First, women are more likely to recommend formal care and to endorse psychosocial 
conceptualizations of mental illness. The findings of previous studies regarding whether there 
are gender differences in stigmatizing attitudes are rather inconsistent [25]. Regarding age, 
older people are more inclined to consult general care [26] and also seem to report more 
stigmatizing attitudes [27]. Furthermore, people who have obtained a higher level of education 
are more likely to contact mental health specialists [28] and are less likely to stigmatize people 
with mental illness [29]. Next to these socio-demographic characteristics, it is important to 
consider whether the respondents report mental health complaints themselves and whether 
they are familiar with mental health services, as this might influence treatment 
recommendations [30] and stigmatizing attitudes [31] too. 
 
In sum, the aim of this paper is to study what the implications are of medicalizing or 
psychologizing mental illness. In contrast to previous studies, we will not study their effects side 
by side, but we will contrast them. We hypothesize that the relative importance of adhering to 
one or the other model will reveal clearer associations with both help seeking and stigma.  
 
1.3 Methods 
 
1.3.1 Sample and data 
 
This study is based on data from the survey “Stigma in a Global Context—Belgian Mental Health 
Study” (2009), which examined the attitudes of the lay public toward mental health care services 
and people with mental illness. The fully structured, face-to-face computer-assisted personal 
interviews were implemented among a representative sample of the noninstitutionalized adult 
Belgian population. Part of the interview consisted of questions referring to a hypothetical 
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vignette person. The vignette specifically selected for this study was taken from the 1996 U.S. 
General Social Survey [32], and was rewritten during a meeting in Madrid of all of the country 
teams’ representatives and a cross-cultural psychiatrist who had been involved in the WHO 
studies [33].  
 
To define the target population, we used a multistage cluster sampling design, based on data 
from the Belgian National Register. In stage 1, municipalities were weighted according to their 
number of inhabitants and 140 of them were selected randomly (with the possibility of being 
selected more than once), using the statistical program SPSS 19. In stage 2, the Belgian National 
Register provided us with a random sample of 15 respondents within each of the 140 selected 
municipalities. This resulted in a target sample of 2,100 people. In total, 1,166 respondents 
participated. We followed the guidelines of the American Association of Public Opinion Research 
[34]. The response rate was 55.5% (AAPOR Response Rate 1) and the cooperation rate was 
66.9% (AAPOR Cooperation Rate 3). As this paper focuses only on the attitudes toward people 
with a very severe mental disorder, only the vignette consisting of an unlabeled psychiatric case 
history with symptoms that fulfill the criteria of the DSM-IV of schizophrenia was included (see 
appendix). Additionally, a post-stratification weight procedure was applied in SPSS 19 in order 
to approximate the cross-classification of the census population count within gender, age, and 
education. As a result, our weighted sample consisted of 381 respondents.  
 
1.3.2 Variables 
 
 
DEPENDENT VARIABLES 
Help-seeking suggestions were assessed by means of the following open-ended question: “What 
should the vignette person do if he or she needs to do something?” This was asked immediately 
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after the description of the vignette person was read; no clues for responding were offered. 
Respondents were allowed to offer three suggestions at the most. The responses were assigned 
to a range of predefined categories by the interviewers and if the responses did not correspond 
with one of the predefined categories, they were coded as verbatim. Those verbatim responses 
were recoded independently by two raters through a content analysis procedure and were 
reconsidered if the raters disagreed. For this particular study, six help-seeking options were 
considered: (1) general practitioner, (2) psychiatrist, (3) psychologist, (4) family, (5) friends, 
and (6) self-care. Respondents received the score of 1 if they mentioned a particular help-
seeking option and 0 if they did not mention that option. 
 
Treatment stigma is measured by means of a three-item scale that refers to the exclusion of the 
vignette person in different social situations after he or she had been in psychiatric treatment. 
The three items are (a) “After receiving treatment, the vignette person will be considered an 
outsider in his or her community,” (b) “If the vignette person mentions that he or she has been in 
treatment, that person will lose some of their friends,” and (c) “Whatever the vignette person 
accomplishes in the future, his or her chances will always be limited when people discover that 
he or she has been in treatment.” Each item was scored on a 4-point Likert scale and the mean 
score was taken. A higher score expresses that people more strongly agree that the label 
associated with having received psychiatric treatment leads to social exclusion.  
 
INDEPENDENT VARIABLES 
First, to assess causal attributions, respondents were asked to rate the likeliness of the situation 
being caused by on the one hand biogenetic factors, namely (a) a brain disorder and/or (b) 
genes and on the other hand psychosocial factors, respectively (c) social problems and/or (d) 
economic problems. We dichotomized the original scores (‘very or somewhat likely (1)’ versus 
‘not very or not at all likely (0)’ and created three categories ourselves: (1) adhering to the 
biopsychosocial model (believing that both biogenetic and psychosocial causes are involved), (2) 
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adhering to the psychosocial model (merely attributing the situation to a psychosocial cause), 
and (3) adhering to the bio-bio-bio model (only attributing the situation to a biogenetic cause). 
The respondents who believe in neither biogenetic nor psychosocial factors were deleted from 
the sample, as only 2 respondents (0.4%) belonged to this category. 
 
Second, to assess the disease view, the following question was asked: “How likely is it that the 
vignette person is experiencing a mental illness?”. This item was originally scored on a 4-point 
Likert scale, but we dichotomized the scores so that the score of 1 refers to defining the situation 
as a mental illness, whereas 0 refers to not applying a disease view.  
 
Third, to assess labeling, respondents were asked what they would say, if anything, was wrong 
with the vignette person. They could choose from the following categories: depression, 
schizophrenia, asthma, or stress, or they could suggest another option themselves. When they 
chose the latter open-ended answering option , their responses were subject to content analysis. 
This resulted into three categories: (1) applying a medical label (those who accurately apply the 
schizophrenia-label), (2) applying a non-medical label (referring to stress, psychological 
problem, traumatic event, etc.), and (3) giving an inaccurate diagnosis (for example labeling 
schizophrenia as depression).  
 
CONTROL VARIABLES 
Education was measured as the number of years of education people have attained. Marital 
status refers to either being  married/cohabiting or being separated, divorced, widowed, or 
single. Employment status distinguishes the employed, the unemployed, the retired, students and 
those who are homemakers. To assess mental health status, we used the shortened version of the 
General Health Questionnaire (GHQ-12). The validity of this scale has been shown by Goldberg et 
al. [35]. The original answering categories were scored on a 4 point Likert scale and were added 
up so that higher scores represent more mental health complaints. Additionally, the level of 
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contact is addressed by the following categories: (1) personal experience (respondents have 
undergone psychiatric treatment themselves, (2) interpersonal contact (respondents know a 
family member, friend, or acquaintance who has received psychiatric treatment), and (3) no 
contact. Finally, the vignette person was presented as either a male or as a female person, and as 
someone with a Belgian or Turkish nationality.  
1.3.3 Analysis 
 
First, the descriptives of the study population and the (in)dependent variables are illustrated in 
Table 9. Second, the bivariate correlations of the core independent variables are calculated. 
Because these variables are all categorical variables, we check the crosstabulations and the 
Pearson Chi-square statistic to test whether they are significantly correlated with each other. 
Third, the association between medicalizing (versus psychologizing) mental illness and 
(in)formal help-seeking suggestions is studied using multiple logistic models. The odds ratios, 
their 95% confidence intervals and the corresponding p-values are reported in Table 10 and 11. 
Fourth, the association between the medicalized (versus psychosocial) conceptualization of 
mental illness and treatment stigma is estimated with multiple linear regression models. The 
unstandardized coefficients, their standard errors, the 95% confidence intervals and the p-values are 
reported in Table 12. All analyses have been done in the statistical program SPSS 19. 
 
1.4 Results 
 
The descriptives of the study population and the (in)dependent variables are presented in Table 
13. The dependent variable treatment stigma or social exclusion after treatment deserves some 
extra attention. First of all, the internal consistency of the scale is satisfying, as Cronbach’s alpha 
amounts to 0.6, which is reasonable for a three-item scale, and the principal component analysis 
revealed only one factor. The eigenvalue of that factor was 1.67, which explained 55.5% of the 
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variance. All three items have a high loading on this factor: (a) 0.64, (b) 0.81, and (c) 0.78, 
respectively. Furthermore, to give a clearer interpretation of the mean score of treatment 
stigma, we add that 36.1% of our respondents agree that the vignette person will be considered 
an outsider in the community after treatment; 52% support the statement that the vignette 
person’s opportunities will be limited when people discover that he or she has been in 
treatment. Besides, 48.2% hold the opinion that the vignette person will lose friends if he or she 
mentions their history of psychiatric treatment. 
 
  N % 
Gender Men 191 50.1 
 
Women 190 49.9 
Marital status Married or cohabiting  246 64.5 
 
Separated/divorced/widowed/single 135 35.5 
Employment status Employed  224 58.8 
 
Unemployed/retired/students/homemakers 157 41.2 
Contact Personal experience 51 13.4 
 
Interpersonal contact 197 51.8 
 
No contact 133 34.8 
Labeling Applying a medical label 99 26 
 Applying a non-medical label 74 19.4 
 Applying an inaccurate label 208 54.6 
Disease view Defining as mental illness 286 75 
 Not defining as mental illness 95 25 
Causal attributions Adhering to the biopsychosocial model 257 67.4 
 Adhering to the psychosocial model 90 23.7 
 Adhering to the bio-bio-bio model 34 8.9 
Spontaneous  
help-seeking recommendations  
  
General practitioner 196 51.5 
Psychiatrist 168 44 
 Psychologist 82 21.4 
 Family 107 28.1 
 Friends 79 20.6 
 Self-care 74 19.3 
  Mean (SD) Min.-Max. 
Age  46.22 (17.06) 18-90 
Education  11.97 (3.61) 0-22 
Mental health complaints   14.54 (4.96) 1-34 
Social exclusion after treatment 
 
2.40 (0.60) 1 ,  4 
 
Table 13: Descriptives study population and (in)dependent variables (N=381, wei ghted data, SGC-
BMHS, 2009). 
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The mutual correlations of the core independent variables reveal that they are all significantly 
correlated with each other. Causal attributions are correlated with whether or not people apply 
the disease view (X²=33.72, df=2, p<0.001). Defining the situation as a mental illness is also 
linked to how people label the situation (X²=21.35, df=2, p<0.001) and labeling processes are 
related to the perceived causes of the situation (X²=17.54, df=4, p<0.01) (crosstabulations not 
tabulated).  
 
Table 14 and Table 15 show the results of the association between the conceptualization of the 
situation of the vignette person and (in)formal help-seeking recommendations. People who 
define the situation as a mental illness seem to be more inclined to recommend help from a 
psychiatrist. The respondents who apply a medical label or an inaccurate label are less likely to 
recommend self-care than those who use a non-medical label. Concerning causal attributions, 
people who adhere to the biopsychosocial instead of the psychosocial model are more likely to 
recommend help from a general practitioner and less likely to recommend consulting friends.  
 
The control variables reveal that female respondents are more likely to recommend general 
care. Older respondents less tend to recommend help from a psychologist and are less likely to 
recommend self-care. Higher educated people report a stronger predisposition to recommend 
help from a psychologist, whereas those who report more mental health complaints are less 
predisposed to recommend help from a psychologist. Additionally, the working population is 
more inclined to recommend help from family members compared to those who are 
unemployed, retired, students or homemakers. Respondents who indirectly came into contact 
with mental health services are less likely to recommend help from a general practitioner. 
Finally, when the respondents had to give advice to a vignette person with a Turkish instead of a 
Belgian nationality, they were also more reluctant to recommend self-care. 
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General Practitioner 
 
Psychiatrist 
 
Psychologist 
 
 
OR 
 
(95% CIs) 
 
 
OR 
 
(95% CIs) 
 
 
OR 
 
(95% CIs) 
 
 
Applying a medical labela 
 
0.82 
 
(0.42-1.61) 
 
 
1.66 
 
(0.85-3.27) 
 
 
1.43 
 
(0.63-3.24) 
 
Applying an inaccurate labela 0.98 (0.56-1.72)  1.22 (0.68-2.18)  1.15 (0.55-2.40)  
Defining as mental illness 1.32 (0.77-2.26)  2.57 (1.45-4.56) ** 1.56 (0.75-3.25)  
Adhering to the 
biopsychosocial modelb 
1.84 (1.07-3.14) * 1.34 (0.77-2.33)  1.44 (0.70-2.96) 
 
Adhering to the bio-bio-bio 
modelb 
1.73 (0.72-4.15)  1.26 (0.52-3.05)  1.63 (0.58-4.62) 
 
Female c 2.59 (1.64-4.08) *** 0.87 (0.55-1.38)  1.15 (0.66-1.99)  
Age 1.01 (1.00-1.03)  0.99 (0.98-1.01)  0.98 (0.96-0.99) ** 
Years of education 1.03 (0.96-1.10)  0.95 (0.89-1.02)  1.12 (1.03-1.22) * 
Married or cohabitingd 1.03 (0.64-1.67)  0.67 (0.41-1.09)  1.18 (0.65-2.16)  
Employede 1.52 (0.89-2.60)  1.00 (0.58-1.72)  0.61 (0.32-1.15)  
Mental health complaints 1.00 (0.96-1.04)  1.02 (0.98-1.07)  0.93 (0.88-0.98) * 
Personal experiencef 0.54 (0.27-1.10)  1.66 (0.81-3.42)  1.18 (0.50-2.79)  
Interpersonal contactf 0.56 (0.35-0.91) * 1.48 (0.90-2.42)  0.99 (0.55-1.78)  
Female vignette g 1.02 (0.66-1.58)  1.23 (0.79-1.92)  0.79 (0.47-1.34)  
Outgroup vignette h 1.55 (1.00-2.42)  0.67 (0.43-1.04)  
0.94 
 
(0.55-1.61) 
 
      
*: p<0.05, **: p<0.01, ***:p<0.001 
a: ref.cat.: non-medical label, b: ref.cat.: adhering to the psychosocial model, c: ref.cat.: men,  
d: ref.cat.: separated/divorced/widowed/single, e: ref.cat.: unemployed/retired/students/housewives/housemen,  
f: ref.cat.: no contact, g: ref.cat.: male vignette, h: ref.cat.: ingroup vignette 
 
Table 14: The association between medicalizing versus psychologizing mental illness and  formal 
help-seeking suggestions (N=381, weighted data, SGC-BMHS, 2009). 
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Family 
 
Friends 
 
Self-care 
  
OR 
 
(95% CIs) 
  
OR 
 
(95% CIs) 
  
OR 
 
(95% CIs) 
 
 
Applying a medical labela 
 
0.67 
 
(0.33-1.39) 
  
0.64 
 
(0.26-1.55) 
  
0.17 
 
(0.07-0.45) 
*
*
* 
Applying an inaccurate 
labela 
0.81 (0.44-1.46)  1.37 (0.70-2.68)  0.42 (0.22-0.78) *
* 
Defining as mental illness 0.79 (0.45-1.40)  0.58 (0.31-1.06)  0.76 (0.40-1.43)  
Adhering to the 
biopsychosocial modelb 
0.67 (0.38-1.18)  0.52 (0.29-0.94) * 0.80 (0.42-1.54)  
Adhering to the bio-bio-bio 
modelb 
0.84 (0.32-2.16)  0.59 (0.21-1.66)  0.77 (0.22-2.71)  
Female c 1.37 (0.84-2.23)  1.01 (0.58-1.76)  0.70 (0.39-1.26)  
Age 1.00 (0.98-1.02)  1.00 (0.98-1.02)  0.97 (0.95-0.99) *
* 
Years of education 0.96 (0.89-1.04)  1.06 (0.97-1.16)  0.93 (0.85-1.02)  
Married or cohabitingd 1.01 (0.60-1.70)  1.02 (0.57-1.84)  1.07 (0.57-2.02)  
Employede 2.21 (1.20-4.06) * 1.29 (0.65-2.54)  0.60 (0.31-1.18)  
Mental health complaints 1.00 (0.96-1.05)  0.95 (0.90-1.01)  0.97 (0.92-1.03)  
Personal experiencef 1.16 (0.53-2.53)  0.72 (0.27-1.93)  1.35 (0.50-3.65)  
Interpersonal contactf 1.04 (0.62-1.76)  0.96 (0.54-1.71)  1.45 (0.78-2.68)  
Female vignette g 1.61 (1.00-2.60)  0.90 (0.53-1.54)  0.73 (0.42-1.29)  
Outgroup vignette h 0.70 (0.44-1.13)  1.24 (0.72-2.12)  0.52 (0.29-0.92) * 
                                       
*: p<0.05, **: p<0.01, ***: p<0.001 
a: ref.cat.: non-medical label, b: ref.cat.: adhering to the psychosocial model, c: ref.cat.: men,  
d: ref.cat.: separated/divorced/widowed/single, e: ref.cat.: unemployed/retired/students/housewives/housemen,  
f: ref.cat.: no contact, g: ref.cat.: male vignette, h: ref.cat.: ingroup vignette 
 
Table 15: The association between the medicalizing versus psychologizi ng mental illness and 
informal help-seeking suggestions (N=381, weighted data, SGC-BMHS, 2009)  
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Table 16 focuses on the association between medicalizing versus psychologizing the situation of 
the vignette person and treatment stigma. The results reveal that labeling processes are 
associated with stigmatizing attitudes toward someone who has been in psychiatric treatment, 
while causal attributions are not. If people apply a medical label, they seem to be more likely to 
socially exclude the vignette person after treatment compared to those who use a non-medical 
label. The control variables show that older people tend to report more stigmatizing attitudes 
toward someone who has been in psychiatric treatment. Furthermore, respondents express 
more social exclusion toward someone who has been in psychiatric treatment when the vignette 
person referred to someone with a Turkish nationality.  
 
  
Treatment stigma 
 
 
B SE (95% CIs) 
  
Applying a medical labela 0.19 0.10 (0.01-0.38) * 
Applying an inaccurate labela 0.02 0.08 (-0.14-0.18) 
 
Defining as mental illness 0.05 0.08 (0.10-0.20) 
 
Adhering to the biopsychosocial modelb 0.02 0.08 (-0.12-0.10) 
 
Adhering to the bio-bio-bio modelb 0.12 0.13 (-0.13-0.37) 
 
Female c 0.10 0.07 (-0.03-0.23) 
 
Age 0.00 0.00 (0.00-0.01) * 
Years of education -0.01 0.01 (-0.03-0.01) 
 
Married or cohabitingd 0.00 0.07 (-0.14-0.14) 
 
Employede 0.14 0.08 (-0.02-0.29) 
 
Mental health complaints 0.01 0.01 (-0.00-0.02) 
 
Personal experiencef 0.12 0.10 (-0.08-0.33) 
 
Interpersonal contactf 0.07 0.07 (-0.07-0.20) 
 
Female vignette g 0.03 0.06 (-0.09-0.15) 
 
Outgroup vignette h 0.16 0.06 (0.04-0.28) * 
             
 *: p<0.05, **: p<0.01, ***: p<0.001 
 
a: ref.cat.: non-medical label, b: ref.cat.: adhering to the psychosocial model, c: ref.cat.: men,                              
d: ref.cat.: separated/divorced/widowed/single, e: ref.cat.: unemployed/retired/students/housewives/housemen, 
f: ref.cat.: no contact, g: ref.cat.: male vignette, h: ref.cat.: ingroup vignette 
 
 
Table 16: The association between medicalizing versus psychologizing mental illness and social 
exclusion after treatment (N=381, weighted data, SGC-BMHS, 2009). 
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1.5 Discussion 
 
This empirical study examines the implications of the lay conceptualizations of mental illness. In 
contrast to previous studies who merely studied the effects of the different conceptualizations of 
mental illness side by side, we contrast the medicalized conceptualization of mental illness with 
psychologizing mental illness and study what the consequences are of adhering to one model 
versus the other for help seeking and stigma. The data are derived from the “Stigma in a Global 
Context–Belgian Mental Health Survey,” using the vignette technique which depicts an unlabeled 
case history of a very severe mental disorder, namely schizophrenia. 
 
Before we draw attention to the main findings of the current study, we first acknowledge some 
limitations and strengths. The first limitation refers to the cross-sectional nature of the data, 
which does not allow a strict causal interpretation of the results. Nevertheless, we partially 
control for the selection hypothesis—which suggests that familiarity with mental health services 
influences the ability to recognize specific mental disorders and improves knowledge about the 
causes of them—by considering whether the respondents had direct or indirect contact with 
mental health care services. Second, the vignette technique has been criticized for its limited 
generalizability, as it refers to a hypothetical situation. Yet, we argue that the help-seeking 
process is subjected to social influence. The recognition of psychiatric symptoms most often 
occurs in the community and social network members serve as a lay referral system, providing 
treatment recommendations that may lead people to seek formal care [36]. Third, the scale of 
treatment stigma consists of only three items and has not yet been cross-validated in other 
countries. Nevertheless, the internal consistency of the scale is satisfactory among the Belgian 
population. Moreover, it is interesting to study this stigma dimension, as it catches the core 
meaning of the modified labeling theory, which has received too little research attention to date 
[37]. 
 
86 
 
Despite these limitations, this study makes a contribution to the research field in the following 
ways. First, this is the first Belgian survey that has studied stigmatizing attitudes among the 
general population by means of face-to-face interviews. Previous research in Belgium was 
limited to service users [38], community and health professionals [39], and medical students 
[40]. Furthermore, there are no important structural barriers to accessing mental health 
services in Belgium. There is a sufficient supply of (mental) health professionals and access to 
specialized care is unrestricted. Moreover, up to 80% of all mental health visits to medically 
trained professionals are covered by health insurance [41]. Second, we went beyond the premise 
of the medicalized conceptualization of mental illness by comparing it with the psychosocial 
model. We contrasted both models, instead of merely studying the impact of both 
conceptualizations of mental illness side by side. Because the relative importance of adhering to 
one model versus the other is crucial. Third, our dependent variables address both the positive 
(help seeking) as well as the negative (stigma) implications of lay conceptualizations of mental 
illness.  
 
The main finding of this study is that medicalizing mental illness has a brighter and darker side 
[2] or involves a ‘package deal’ [42]. As concerns help-seeking, a medicalized conceptualization 
of the situation of the vignette person seems to facilitate professional care-seeking. Defining the 
situation as a mental illness leads people to recommend help from a medical specialist. This 
finding is in accordance with the results of Lauber et al. [43] and Riedel-Heller, Matschinger, and 
Angermeyer [44]. People who attribute the situation to both biogenetic and psychosocial causes 
are more likely to recommend help from a general practitioner. This is consistent with the 
findings of Angermeyer et al. [19]. Phelan, Yang, and Cruz-Rojas [45], however, found that 
biogenetic attributions were linked to more extreme treatment options, such as hospitalization, 
and not to consultations with medical professionals. Regarding informal help seeking, people 
who adhere to the biopsychosocial model seem to be less inclined to recommend lay care from 
friends than those who prefer the psychosocial model. This again corresponds with the results of 
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the study of Angermeyer, Matschinger, and Riedel-Heller [19]. Also, those who apply a medical 
rather than a nonmedical label are less inclined to recommend self-care. This result is in line 
with the findings of Wright, Jorm, and Mackinnon [46] and Jorm et al. [47], which state that 
broad, nonspecific labels such as stress indicate that a person will seek less help from 
professional care providers. Nevertheless, although self-care and informal care are not 
considered to be adequate coping strategies to counter symptoms of schizophrenia, they are 
relevant to deal with less severe mental health complaints. Self-care has shown to be effective to 
deal with subclinical mental health symptoms [23] and informal care is crucial in the way that it 
often facilitates professional care seeking as family or close friends provide information and 
support to access formal care services [36].  
 
Regarding stigma, our results show that applying a medical label is associated with more stigma 
toward someone who has been in psychiatric treatment. These findings are in line with the 
studies of Taskin et al. [48] and Lauber et al. [27] that also addressed a schizophrenia vignette, 
but studied another stigma dimension. Those studies indicated that a mental illness 
conceptualization is related to a greater desire for social distance. Szeto et al. [49] differentiated 
that a specific label, in their case they studied a depression vignette, was associated with more 
negative attitudes than applying a more general label such as mental illness. Additionally, we are 
not able to give a verdict on the association between adhering to the biopsychosocial model and 
stigmatizing attitudes toward someone who has been in psychiatric treatment, as the 
relationship was not significant. So we cannot support the assumption that also attributing the 
situation to biogenetic factors seems to trigger stigmatizing attitudes [10], while attributing it to 
merely psychosocial factors seems to be related to more tolerant attitudes [16-18]. This might 
be due to the fact that the association between biological attributions and stigma is primarily 
pronounced with regard to other stigma dimensions such as perceptions of unpredictability and 
dangerousness and desire for social distance [10-11].  
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We conclude that treatment stigma or the social exclusion of people who have been in 
psychiatric treatment seems to be particularly triggered by labeling processes. Treatment stigma 
is a crucial stigma dimension, as the danger for former service-users is that they will perceive 
the label that is attached to them as a key aspect of their identity and secondary deviance will 
occur. This self-stigmatization will interfere with their life opportunities and social skills. For 
example, they will develop self-sabotaging coping strategies such as not attempting to find a job 
or withdrawing from social contact and as such, it might become a self-fulfilling prophecy. In 
order to tackle this stigma dimension, mental distress should be viewed in a dimensional rather 
than a categorical way, including normalcy on its continuum, so that the gap between “them” and 
“us” diminishes. A call for replacing the label ‘schizophrenia’ by the term ‘psychosis’ might be 
appropriate too. A Japanese case study revealed that the strategy of renaming holds 
considerable promise for tempering negative attitudes toward schizophrenia [50].  
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2 The Differential Association Between Stigma Dimensions and 
(In)formal Help Seeking 
Pattyn, E., Verhaeghe, M., Sercu, C. & Bracke P. (2014; forthcoming). The differential association 
between stigma dimension and formal and informal help seeking.  Psychiatric Services.  
 
2.1 Abstract 
 
Objective: People in need of psychiatric treatment often avoid help seeking because of stigma. 
This study questions how two different stigma dimensions have an impact on help seeking 
attitudes. Perceived public stigma reflects how people fear anticipated discrimination and 
devaluation by others, while anticipated self-stigma reflects how people internalize stereotypes 
about people who seek help and apply them to themselves.  
Methods: Data are derived from the survey “Stigma in a Global Context–Belgian Mental Health 
Study”(2009), which conducted face-to-face interviews among a representative sample of the 
general Belgian population, using the vignette technique to depict major depression or 
schizophrenia (N = 728). The stigma dimensions under study are perceived public stigma and 
anticipated self-stigma. Help seeking attitudes are measured by the rating of importance of a 
range of formal and informal care-providers (general practitioner, psychiatrist, psychologist, 
family, or friends). Multiple linear regression models are estimated in SPSS Statistics 19. 
Results:  People with higher levels of anticipated self-stigma seem to attach less importance to 
care provided by a general practitioner or  a psychiatrist, while those with higher levels of 
perceived public stigma are less likely to consider informal help seeking as important. 
Conclusions: Anticipated self-stigma and perceived public stigma seem to have a differential 
impact on formal and informal help seeking attitudes. The self-concurrence of stereotypes is 
negatively associated with the perceived importance of medical care-providers, even general 
care-providers. The awareness of stereotypes held by others deters people from acknowledging 
the importance of informal care. 
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2.2 Introduction 
 
There is a high level of unmet need regarding mental illness [1-2]. Unmet need refers to a 
situation in which an individual who is in need of psychiatric treatment does not seek care. As 
mental illness is not readily visible, entering psychiatric treatment is the biggest cue that a 
person will be labeled as mentally ill. This label is associated with a range of culturally agreed-
upon beliefs or stereotypes transmitted through socialization [3]. So the threat of being 
associated with those stereotypes [4] or the fear of stigmatization is one of the reasons why 
people avoid help seeking behavior [5-7]. 
 
Stigma is a multidimensional phenomenon. Corrigan and Watson [8] underlined the theoretical 
difference between perceived public stigma and anticipated self-stigma. Perceived public stigma 
refers to the awareness of stereotypes held by the general public about former service users [9], 
while anticipated self-stigma refers to the application of stereotypes regarding people who are 
in psychiatric treatment to oneself leading to feelings of internalized devaluation and 
disempowerment [10]. Yet being aware of stereotypes held by others does not automatically 
lead to the self-concurrence of those stereotypes [8; 11]. Therefore, we consider perceived 
public stigma and anticipated self-stigma as two different stigma dimensions in contrast to Vogel 
et al. [12]. 
 
Perceived public stigma may lead people to avoid seeking help, if people expect that others will 
discriminate against and devaluate service users [7]. Before people perform a certain behavior, 
they adopt the perspective of the generalized other through the process of role taking [13]. So 
out of fear of negative reactions of others, they will adapt their behavior and might not seek help. 
Empirical studies have shown that perceived stigma is related to a more negative attitude 
towards help seeking [14] and to less willingness to seek formal care [15].  
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Anticipated self-stigma may also lead people to avoid help seeking, as self-stigma affects feelings 
of self-esteem and self-efficacy [16-18]. When people endorse, for example, the stereotype of 
blame (people with mental illness are responsible for their condition), this may trigger feelings 
of guilt and shame [19]. To avoid those feelings, people choose coping strategies such as secrecy 
or social withdrawal instead of seeking help [11]. There is empirical evidence that people with a 
higher level of anticipated self-stigma are more reluctant to seek help [15, 20-21]. 
 
When studying help seeking, we focus on both formal and informal sources of care. First, it is 
important to distinguish different types of formal care-providers, because the impact of stigma 
depends on the source of care that is considered [15;22]. We expect that the negative association 
between stigma and formal help seeking will be more pronounced for specialist than for general 
care. Second, it is crucial to take informal care into account. Informal support might facilitate 
entering the formal care sector [23], and also might encourage treatment adherence. 
Furthermore, informal support is meaningful in preventing relapse after treatment [24-25]. This 
has been acknowledged by Jorm and colleagues [26] in his model of overlapping waves of action, 
by Pescosolido et al. [27-28] in her Network-Episode Model and by Milstein et al. in their COPE 
continuum [29]. We hypothesize that the negative association between stigma and informal help 
seeking will be more pronounced for help from friends than from family members. As stigma has 
less effect on close ties, since family members feel obliged to help following the hierarchy of 
responsibility [30]. 
 
Additionally, some potential confounders should be controlled for. Women are more 
predisposed to seek external help [31-33], whereas men are more inclined to manage their 
emotional problems on their own [34]. Regarding age, young people are more likely to turn to 
nonprofessional sources of care [35], while older people choose general care more often [36]. 
Furthermore, people who obtained a higher level of education are more likely to contact 
specialist care [37]. Concerning marital status, the divorced and separated are more likely to rely 
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on professional care than the married and cohabiting [38]. Employment status also correlates 
with formal help seeking [39]. Finally, it is important to consider whether respondents report 
mental health complaints themselves and whether they are familiar with mental health services 
[40-41].  
 
In sum, we expect a negative association between stigma and help seeking, yet we hypothesize 
that perceived public stigma and anticipated self-stigma will have a differential impact on 
various sources of formal and informal care, since they reflect different mechanisms. 
Furthermore, we hypothesize that the strength of the association will be more pronounced for 
specialist care, compared to general care, and for help from friends, compared to help from 
family members.  
 
2.3 Methods 
 
2.3.1 Sample and data 
 
This study is based on data from the survey “Stigma in a Global Context–Belgian Mental Health 
Study” (2009), which examined the attitudes of the general public toward mental health care 
services and people with mental illness. Fully structured, face-to-face computer-assisted 
personal interviews were implemented among a representative sample of the non-
institutionalized adult Belgian population. Part of the interview consisted of questions referring 
to a randomly chosen hypothetical vignette person, including unlabeled psychiatric case 
histories describing symptoms that fulfill the criteria of the DSM-IV. This vignette technique is 
often applied in general population research about mental illness [42-48]. The vignettes were 
taken from the 1996 U.S. General Social Survey [49] and were rewritten during a meeting with 
representatives from all country teams and a cross-cultural psychiatrist who had been involved 
in the WHO studies [50]. 
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To define the target population, we used a multistage cluster sampling design based on data 
from the Belgian National Register. In stage 1, municipalities were weighted according to their 
number of inhabitants. Subsequently, 140 municipalities were randomly selected; selection 
included the possibility of being selected more than once. In stage 2,  15 respondents were 
randomly selected within each municipality. This resulted in a target sample of 2,100 people. 
After complete description of the study to the participants, written informed consent was 
obtained from 1,166 respondents in total. The response rate was 55.5%  and the cooperation 
rate, excluding those who were incapable to cooperate due to for instance a language barrier, 
illness or being on holiday or having moved,  was 66.9% [51].  
 
For this particular study, we only included the vignettes that depict major depression or 
schizophrenia (see appendix), so one third of the respondents, those who received the asthma 
vignette, were excluded from the research sample, resulting in a sample of 755 respondents. 
Furthermore, a post-stratification weight procedure was applied in order to approximate the 
cross-classification of the census population count within gender, age, and education. 
Accordingly, our weighted sample consisted of 728 cases. 
 
2.3.2 Variables 
 
 
DEPENDENT VARIABLES 
Help seeking attitudes are assessed by presenting the respondents with a list of potential care-
providers that the vignette person could consult to cope with his/her situation, namely general 
practitioner, psychiatrist, psychologist, family, and friends. The respondents are literally asked 
how important they think it is that the person in the vignette consults each of those care-
providers to deal with his/her health problems. This rating of importance occurs on a scale from 
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1 (not important at all) to 10 (very important). This measure is comparable to the rating of 
helpfulness of diverse treatment options, which is often applied in vignette studies [22; 43-46]. 
 
INDEPENDENT VARIABLES 
Perceived public stigma is measured using Link's Perceived Devaluation and Discrimination Scale 
[9]. In this study, we refer to former service users in general, instead of someone who has been 
in a mental hospital. The response categories are situated on a 4-point Likert scale and range 
from totally agree  to absolutely disagree. The scores of some items were reversed, so that a 
higher value represents more anticipated discrimination and devaluation. The construct validity 
has been proven in other studies [52]. In this study, Cronbach’s alpha amounts to 0.82.  
 
Anticipated self-stigma is derived from the Social Isolation subscale of Fife and Wright [53] and 
has been applied in other studies too [15; 54]. It consists of five items that assess the negative 
reactions toward oneself if one would be in psychiatric treatment. Examples are “I would feel 
ashamed if I had received psychiatric care,” and “Receiving psychiatric care would make me feel 
useless.” The response categories are scored on a five point Likert scale and ranged from totally 
agree to totally disagree. The original scores were reversed so that the mean score would 
represent a higher level of anticipated self-stigma. The internal consistency of the scale is very 
good (Cronbach’s alpha = .90) and the exploratory principal component analysis revealed a one-
factor solution with component loadings ranging from 0.76 to 0.88 (eigenvalue = 3.55, 
explaining 70.97% of the variance).   
 
CONTROL VARIABLES 
Education is measured as the number of years of education that people have attained [55]. To 
assess mental health status, the shortened General Health Questionnaire (GHQ-12) is used [56]. 
The original answering categories were coded on a 4 point Likert-scale and varied between not 
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at all, not more than usual, a little more than usual, and a lot more than usual. The scores of the 
positive items were first reversed and, subsequently, all items were added up, so that the scale 
ranged from 0 to 36. Cronbach’s alpha was 0.791. Furthermore, to assess contact with mental 
health services, respondents were asked whether they ever underwent psychiatric treatment 
themselves and whether they knew a family member, friend, or acquaintance who had received 
psychiatric treatment. They were assigned to the category representing the most direct form of 
contact. Finally, the characteristics of the person in the vignette are controlled for, namely 
gender, type of disorder and in-group versus out-group status. The latter refers to the Belgian 
nationality as in-group status and to the Turkish nationality as out-group status, as the Turkish 
community is one of the largest ethnic minority groups in Belgium. 
 
2.3.3 Analysis 
 
This study focuses on the association between perceived public stigma and anticipated self-
stigma and formal and informal help seeking attitudes. In a first step, the descriptives of the 
(in)dependent variables are presented in Table . In a second step, the analytical models were 
performed by means of the statistical program SPSS Statistics 19. Multiple linear regression 
models were estimated, since a separate model was estimated for each type of care-provider. 
The dependent variables have a skewed distribution and therefore we performed a 
logarithmical transformation in order to approach a normal distribution and to render the 
estimations of the ordinary least squares regression analyses more accurate [57]. Subsequently, 
all independent variables were entered as a block. We also checked whether there were 
problems of multicollinearity for the two stigma variables, but the VIF-scores revealed that this 
was not the case. In Table 19 the unstandardized coefficients are reported, accompanied by their 
standard errors and the test statistic values.  
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2.4 Results 
 
Table 19 illustrates the descriptives of the study population. To give a more interpretable 
description of the mean scores of the two stigma dimensions, we add that  66,5% of the 
respondents state that other people look down on former service users and almost half of the 
respondents (48.5%) agree that other people think that receiving psychiatric treatment is a sign 
of personal failure (perceived public stigma). As concerns anticipated self-stigma, it seems that  
one fifth (24.7%) of the respondents agree  that they  would feel ashamed of being in psychiatric 
treatment and even 43.3% states that they would start to doubt themselves when following 
psychiatric treatment.   
 
The results shown in Table 19 indicate that perceived public stigma is negatively associated with 
the rating of importance of informal care-providers. People who report a higher level of 
perceived public stigma are less likely to rate help from family (B = -.111, p < 0.01) and friends 
(B = -.113, p<.01) as important. Perceived public stigma does not seem to have a significant 
impact on formal help-seeking options. Anticipated self-stigma is associated with rating help 
provided by a general practitioner (B = -.022, p < .05) or a psychiatrist (B = -.032, p < .05) as less 
important. Anticipated self-stigma is not significantly associated with rating  help provided by a 
psychologist as important, neither with informal help.  
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Independent variables   
  N % 
     
Men 354 48.6 
  Women 374 51.4 
  Married or cohabiting 464 63.8 
  Divorced 65 8.9 
  Widowed 59 8.1 
  Single 140 19.2 
  Employed  392 53.9 
  Unemployed 46 6.3 
  Retired 171 23.5 
  Other (student/housework) 119 16.3 
  Urban  544 74.8 
  Rural 184 25.2 
  No contact  261 36 
  Personal experience 113 15.5 
  Interpersonal contact 354 48.5 
  Agea (M+-SD) 48.11+-17.82  
  Educationb (M+-SD) 11.94+-3.69  
  Mental health statusc (M+-SD) 14.34+-4.80  
   Perceived stigmad (M+-SD) 2.68+- .40  
   Anticipated self-stigmae 
 
2.62+-1.09   
  
Dependent variables   
   
  
General practitionerf (M+-SD) 8.80+-1.54  
  Psychiatristf (M+-SD) 8.30+-2.12  
  Psychologistf (M+-SD) 8.51+-5.45  
  Familyf (M+-SD) 8.11+-2.01  
  Friendsf (M+-SD) 
 
7.69+-2.04   
   
a:  Age ranges from 18 to 94 
b: Years of education range from 0 to 24 
c: Mental health status ranges from 0 to 34, and a higher score represents a worse  
mental health status with more complaints 
 
d: Perceived stigma ranges from 1 to 4 in which a higher score represents more  
perceived stigma 
 
e: Self stigma ranges from 1 to 5, in which a higher score represents more self-stigma 
f: The importance of a particular care-provider is rated on a scale from 1 to 10, with  
higher scores indicating a higher importance 
 
Table 18: Characteristics of the study population (N=728, weighted data, SGC-BMHS, 2009). 
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 General Practitioner Psychiatrist Psychologist Family Friends 
  B SE t
a B (SE) ta B SE ta B SE ta B SE ta 
Perceived stigma .017 .023 .71 .013 .041 .32 .034 .037 .91 -.111 .036 -3.08** -.113 .037 -3.00** 
Anticipated self-stigma -.022 .009 -2.56* -.032 .015 -2.21* -.022 .014 -1.61 .008 .014 .59 -.010 .014 -.73 
Female (ref.cat.: Male) .027 .019 1.42 .013 .033 .39 .009 .030 .29 .016 .029 .53 -.034 .030 -1.12 
Age .001 .001 .76 .000 .002 -.26 -.003 .001 -2.33* -.003 .001 -2.25* -.004 .001 -2.63** 
Education .005 .003 1.72 .007 .005 1.56 .014 .004 3.25** -.001 .004 -.34 .007 .004 1.58 
Marital status  
               
(ref.cat.: Married/Cohabiting) 
               
Divorced .055 .032 1.72 -.045 .057 -.79 .019 .052 .38 -.035 .050 -.69 .011 .052 .22 
Widowed .023 .036 .62 .057 .065 .88 .132 .059 2.25* .040 .057 .70 .012 .059 .20 
Single .012 .028 .42 .052 .049 1.06 -.023 .044 -.51 .008 .043 .19 .016 .045 .37 
Employment status 
               
(ref.cat.: Employed) 
               
Unemployed .003 .039 .08 .041 .069 .59 .129 .062 2.06* -.004 .061 -.06 .030 .063 .47 
Retired .005 .034 .14 -.007 .060 -.12 .061 .054 1.14 -.028 .052 -.54 .000 .054 .01 
Other (Student/ Housework) -.018 .028 -.64 .054 .049 1.11 .083 .044 1.88 -.044 .043 -1.02 -.011 .044 -0.24 
Urbanicity (ref.cat.: Rural) -.024 -.006 .036 -.006 .036 -.17 .003 .033 .107 -.020 .032 -.62 .011 .033 .33 
Mental health status .000 .002 -.13 .002 .004 .55 .004 .003 1.22 -.003 .003 -.91 -.002 .003 -0.64 
Contact 
               
(ref.cat.: No contact) 
               
Personal experience .053 .029 1.83 .050 .052 .96 .045 .047 .96 .028 .046 .61 .007 .047 .16 
Interpersonal contact .002 .020 .11 -.015 .035 -.43 -.036 .032 -1.13 .008 .031 .25 -.038 .032 -1.18 
Schizophrenia vignette -.017 .018 -.95 .100 .032 3.16** .073 .029 2.53* .008 .028 .28 -.020 .029 .63 
(ref.cat.: Depression vignette) 
               
Female vignette .024 .018 1.35 .056 .032 1.76 .062 .028 2.16* .028 .028 1.02 .018 .029 .63 
(ref.cat.: Male vignette) 
               
Outgroup status vignette -.022 .018 -1.23 .013 .032 .42 -.003 .028 -.09 -.014 .028 -.50 .005 .029 .16 
(ref.cat.: ingroup status) 
                               
a : df=18 ;  *: p<0.05, **: p<0.01, ***: p<0.001 
 
Table 17: The association between perceived stigma and anticipated self -stigma and the rating of importance of (in)formal care -
providers (N=728, weighted data, SGC-BMHS, 2009). 
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2.5 Discussion 
 
The main finding of this study is that the two stigma dimensions under study have a differential 
impact on the perceived importance of formal and informal care. Anticipated self-stigma is 
negatively associated with rating help from medical care-providers as important. Perceived 
public stigma is negatively related to acknowledging the helpfulness of informal care.  
 
Regarding the negative association between anticipated self-stigma and formal help seeking 
attitudes, it is striking that we found this association only for medical care sources and not for 
help provided by a non-medical specialist. Furthermore, if we compare the two medical care 
sources, we notice that the effect size of anticipated self-stigma is most pronounced for the 
importance of help provided by a psychiatrist, which is in accordance with the results of Barney 
et al. [15]. This finding is not surprising, since many people have doubts about the quality and 
effectiveness of specialized psychiatric treatment [58-63].  
 
Concerning the negative association between perceived public stigma and informal help seeking 
attitudes, it is remarkable that fear of anticipated discrimination and devaluation by others 
constitutes a barrier towards perceiving informal care as an important coping strategy. Our 
finding is in line with the few research studies that linked stigma and informal help seeking and 
that report that informal help seeking is impaired when people fear devaluation in the sense of 
being perceived as inferior or incompetent [64] and when (young) people fear social 
discrimination [23]. Next to this, our results take the edge off the argument of Perry [30] 
regarding the differential impact of stigma on close versus weaker ties, since perceived public 
stigma is negatively related to both help from friends as well as help from family members. 
Remarkable is also that the gender and the ethnicity of the person in the vignette almost have no 
impact on help seeking attitudes, which adds credence to the strength of the main effects. 
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Moreover, the impact of the socio-demographic characteristics of the respondents themselves on 
help seeking attitudes is very limited too in our study, which is a common finding [65-66]. 
 
The policy implication of these findings is threefold. First, the structural stigma that is 
surrounding the mental health care sector and psychiatrists in particular should be tackled. 
Second, it is worrying that anticipated self-stigma is also negatively linked to the perceived 
helpfulness of consulting a general practitioner, which is considered to be a familiar and 
accessible source of care. If patients experience barriers to disclosing mental health problems to 
their general practitioner, the general practitioners should take the initiative and should screen 
their patients for psychiatric symptoms and should refer them if necessary to specialist care. So 
Belgium might benefit from officially moving toward a gatekeeper system. Because research 
revealed that at the moment, patients make few psychological requests in general care and 
general practitioners in turn make few psychiatric diagnoses [67]. Third, it is remarkable that 
anticipated self-stigma does not constitute a barrier toward acknowledging the helpfulness of a 
psychologist. Therefore, the Belgian public might benefit from the reimbursement of non-
medical specialist care.  
 
Our findings should, however, be viewed within the confines of the used data and measures. 
First, our data do not allow a strict causal interpretation of the results. Nevertheless, we partially 
control for the selection hypothesis, which suggests that previous negative experiences within 
the mental health care sector might trigger stigmatizing attitudes, by considering whether 
respondents have had direct or indirect contact with mental health services. Second, this study 
captured the association between stigma and help seeking attitudes, more specifically the 
perceived importance of different types of care-providers. One disadvantage of this approach is 
that the rating of importance might be confounded by the level of mental health literacy of the 
respondent [68]. A better strategy would have been to study actual help-seeking behavior, but 
this was not possible, since analyzing the small amount of actual service users (15.5%) within 
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our general population sample would lack statistical power. Nevertheless, it is interesting to 
grasp the help seeking attitudes of the general public, as their advice reflects the lay referral 
system [69], which at the same time serves as a reference system, reflecting the social norms 
about how stigmatized help-seeking is [70-71]. Third, the stigma measures refer to attitudes 
toward former service users without providing information about the severity of the psychiatric 
symptoms. Yet this is not a problem as the rejection associated with having been in psychiatric 
treatment is independent of the severity of the symptoms [9]. People with a relatively minor 
mental disorder are not more likely to participate in treatment than those with more severe 
disorders [72].  
 
 Nevertheless, within the confines of these limitations, this study extends the research field in 
several ways. First, our study examines the association between stigma and help seeking 
attitudes among a sample that is representative for the general population. Other research has 
been limited to student samples [12; 73-79] or rural samples [14; 79-80]. Furthermore, there 
are only limited structural barriers to mental health care seeking in Belgium, as there is a high 
density of (mental) health professionals, access to specialist care is unrestricted and mental 
health visits to medically trained professionals are covered by public insurance [81]. Second, we 
draw attention to stigma dimensions that are related to being in psychiatric treatment instead of 
relying on a general scale about professional help seeking such as the Attitudes Toward Seeking 
Professional Psychological Help Scale (ATSPPH) [82]. Third, this study distinguishes different 
sources of care, including informal care-providers, as little is known about the impact of stigma 
on informal help seeking attitudes [22].  
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In brief, we conclude that anticipated self-stigma and perceived public stigma have a differential 
impact on the perceived importance of formal and informal care. The self-concurrence of 
stereotypes about being in psychiatric treatment is negatively related to the perceived 
helpfulness of medical sources of formal care. Furthermore, being aware that other people hold 
stereotypes about former service users deters people from acknowledging the helpfulness of 
informal care.  
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3 Attitudes Toward Community Mental Health Care: The Contact 
Paradox Revisited 
Pattyn, E., Verhaeghe, M. & Bracke, P. (2013). Attitudes toward community mental health care: the contact 
paradox revisited. Community Mental Health Journal, 49(3), 292-302.  
 
3.1 Abstract 
 
Objective: Contact with people with mental illness is considered to be a promising strategy to 
change stigmatizing attitudes. This study examines the underlying mechanisms of the 
association between contact and attitudes toward community mental health care. 
Methods: Data are derived from the 2009 survey “Stigma in a Global Context—Belgian Mental 
Health Study”, using the Community Mental Health Ideology-scale. 
Results: Results show that people who received mental health treatment themselves or have a 
family member who has been treated for mental health problems report more tolerant attitudes 
toward community mental health care than people with public contact with people with mental 
illness. Besides, the perception of the effectiveness of the treatment seems to matter too. 
Furthermore, emotions arising from public contact are associated with attitudes toward 
community mental health care.  
Conclusion: The degree of intimacy and the characteristics of the contact relationship clarify the 
association between contact and attitudes toward community mental health care.  
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3.2 Introduction 
 
Intergroup contact has long been social psychology’s and sociology’s most promising strategy 
for changing stigmatizing attitudes (Corrigan & Penn, 1999; Corrigan, River, et al., 2001; Pinfold 
et al., 2003). When members of the general population have direct interaction with people with 
mental illness, they might experience people with mental illness as no different from other 
people. Accordingly, prejudices about people with mental illness are challenged (Holmes, 
Corrigan, Willimans, Canar, & Kubiak, 1999; Penn et al., 1994). Several divergent theoretical 
frameworks provide an explanation for this phenomenon. First, the theory of cognitive 
dissonance assumes that individuals alter their beliefs when they encounter information that is 
inconsistent with the stereotypes they hold (Festinger, 1957). Second, the recategorization 
theory (Gaertner, Mann, Dovidio, Murrell, & Pomare, 1990) claims that contact with an out-
group member results in changes in the classification of that person. Instead of viewing the 
person with mental illness as one of ‘them’, he or she becomes one of ‘us’. Third, the attribution 
theory states that interpersonal contact might change perceptions of controllability and 
inferences about personal responsibility (Corrigan, 2000).  
 
However, this theoretical reasoning is not supported by sufficient empirical research (Desforges 
et al., 1991). The findings of empirical studies have been inconsistent. Some studies found that 
contact with people with mental illness decreases the desired amount of social distance from 
people with mental illness (Angermeyer & Matschinger, 1996; Hall, Brockington, Levings & 
Murphy, 1993; Ingamells, Goodwin & John, 1996; McKeon & Carrick, 1991; Vezzoli et al., 2001). 
Whereas, Phelan and Link (2004) reported that contact with people with mental illness might 
encourage a desire for greater social distance, if the public perceives people with mental illness 
as dangerous. Additionally, a range of  prospective studies did not find any significant effect of 
contact on  social distance (Arkar & Eker, 1992; Stuart & Arboleda-Florez, 2001). Consequently, 
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Brunton (1997) and Callaghan, Chan, Yu, Ching, and Kwan (1997)  introduced the term ‘contact 
paradox’. Farina (1982) and Huxley (1993) put forward that the  mere presence of contact is not 
sufficient to alter negative attitudes. Therefore, it is needed to examine which contact 
characteristics are associated with a desire for less social distance toward people with mental 
illness. 
 
This study applies the concept of social distance to the context of the deinstitutionalization 
movement. Due to this movement, inpatient stays have been reduced and community mental 
health care facilities have been established, since community-based care is  assumed to be 
intrinsically more humane, more therapeutic and more cost-effective than hospital-based care 
(Thornicroft & Bebbington, 1989). In Belgium, community mental health care refers to 
initiatives of sheltered living, psychiatric nursing homes and host families which are supported 
by professional services (Belgian Health Care Knowledge Centre, 2010). The theoretical 
rationale underlying this movement assumes that intensifying the public’s contact with people 
with mental illness provides an opportunity to facilitate social reintegration of people with 
mental illness into the community (Novella, 2008). Therefore, we will study the association 
between contact and the attitude toward community mental health care into more detail, by 
focusing on potential mechanisms that might modify this association.  
 
First, it is crucial to take the type of contact into account (Angermeyer & Matschinger, 1996; 
Wolff, Pathare, Craig, & Leff, 1996). The contact hypothesis, originally developed by Allport 
(1954), suggests that contact will only reduce prejudice under certain conditions; contact has 
the best effect if it is personal, voluntary, intimate, and repeated over time (Gaertner et al., 1990; 
Kolodziej & Johnson, 1996; Sigelman & Welch, 1993).  Ellison and Powers (1994) agree that the 
effect of contact is dependent on the level of intimacy of the relationship; only very close 
relationships are able to modify the prejudices that generate discrimination against people with 
mental illness. In sum, we distinguish between different types of contact and hypothesize that 
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contact with a higher degree of intimacy will be related to more positive attitudes toward 
community mental health care  (H1).  
 
Second, the characteristics of the contact relationship should be considered (Kolodziej and 
Johnson, 1996; Jorm & Oh, 2009; Martin, Pescosolido, Olafsdottir, & McLeod, 2007), since not 
every type of contact with people with mental illness has a positive outcome. A first example is a 
threatening public encounter with a stranger who appears to be mentally ill. The exposure to 
people who have mental health problems might activate emotional reactions such as fear, anger, 
or pity due to the incomprehensibility of mental illness (Corrigan, Markowitz, Watson, Rowan, & 
Kubiak, 2003; Horwitz, 1982). Those emotional reactions are persistent and yield behavioral 
outcomes (Weiner, 1995); fear seems to lead to a desire for greater social distance (Angermeyer 
& Matschinger, 1996; Levey & Howells, 1995; Link & Cullen, 1986; Wolff et al., 1996), while pity 
is more likely to result in a preference for less social distance (Angermeyer & Matschinger, 1997; 
Corrigan et al., 2003; Martin, Pescosolido, & Tuch, 2000). A second example is having a family 
member who has a mental health problem, but in which case the mental illness has casted a 
cloud upon your relationship. Martin et al. (2007)  emphasized that contact reduces the desired 
social distance, only if the outcome of the relationship is rewarding instead of causing distress. A 
third example is a friend with mental illness who relapses from time to time. Huxley (1993) 
noted that contact with someone who has been treated effectively for his or her mental illness is 
more likely to be associated with improved attitudes. In brief, we expect that the association 
between contact and the attitude toward community mental health care will depend on the 
characteristics of the contact relationship (H2).  
 
In addition to contact, previous research has found a range of socio-demographic characteristics 
that determine the attitude toward community mental health care. Taylor and Dear (1981)  
pointed out that women, young people, more highly educated people, and people with a higher 
occupational status all seem to be more tolerant toward community mental health care. The 
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study of Song, Chang, Shih, Lin, and Yang (2005), confirmed the negative relationship between 
age and attitudes toward community mental health care, while Brockington, Hall, Levings, and 
Murphy (1993) validated the association between occupational status and attitudes toward 
community mental health care.  
 
3.3 Methods 
 
3.3.1 Sample and data 
 
This study is based on data from the survey “Stigma in a Global Context—Belgian Mental Health 
Study” (2009). The survey was implemented by means of fully structured, face-to-face Computer 
Assisted Personal Interviews and questioned the attitudes toward people with mental illness 
and mental health care services among the general public. We used a multistage cluster 
sampling design to define a representative sample of the Belgian population. In stage 1, 
municipalities were weighted according to their number of inhabitants and 140 municipalities 
were selected, including the possibility of being selected more than once. In stage 2, 15 
respondents were selected randomly within each municipality, based on data from the Belgian 
national register, representing the adult, non-institutionalized population. Of the target sample 
of 2100 people, 1166 respondents gave their informed consent and participated. Following the 
guidelines of the American Association of Public Opinion Research, the response rate is 56.1% 
(AAPOR Response Rate 1) and the cooperation rate amounts to 67.7% (AAPOR Cooperation Rate 
3). A post-stratification weight factor was created to compensate for the effects of the sample 
design and non-response and to approximate the cross-classification of the census population 
count within gender, age and education.  
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3.3.2 Variables 
 
DEPENDENT VARIABLE 
When studying attitudes toward people with mental illness, many studies have adopted the 
CAMI scale (Community Attitudes toward the Mentally Ill) of Taylor and Dear (1981). The CAMI 
scale is based on the OMI scale (Opinions About Mental Illness) of Cohen and Struening (1962), 
but the number of items has been reduced and the scale has been adjusted to target the general 
population instead of professional care providers.  This study used one specific subscale of the 
CAMI scale, namely the Community Mental Health Ideology-scale (CMHI) (Sévigny et al., 1999). 
This scale questions the acceptance of community mental health facilities and contrasts the 
therapeutic value of community care with the potential risks to local residents. For each of the 
10  items, the respondents were asked to indicate the extent to which they agreed with the 
statement. The response format was a 5-point Likert scale with the following answer categories: 
strongly disagree / disagree / neutral / agree/strongly agree. A higher score is indicative of a 
more positive attitude toward community mental health care. In order to ensure the reliability 
and validity of the scale, the Cronbach’s Alpha was measured and we conducted an exploratory 
factor analysis. The internal consistency was very good (Cronbach’s Alpha = 0.86) and the 
principal components analysis revealed only one component (eigenvalue = 4.545).  
 
INDEPENDENT VARIABLES 
To distinguish between different types of contact, the respondents were asked a range of 
questions. Have you personally ever received treatment for a mental health problem? Has a 
relative of yours ever received treatment for a mental health problem? Has anyone within your 
circle of friends and acquaintances ever received treatment for a mental health problem? Have 
you ever seen someone who seems to have a serious mental health problem in a public space? If 
the respondent did not answer any of the aforementioned questions in the affirmative,  he or she 
was assigned to the category ‘no contact at all’.  In sum, we established five hierarchical 
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categories representing the type of contact with people with mental illness: (1) personal 
experience ; (2) having a family member who has been undergoing psychiatric treatment; (3) 
knowing someone within their circle of friends and acquaintances who has been undergoing 
psychiatric treatment; (4) public contact; (5) no contact at all. If several categories applied to the 
respondent, the one representing the highest degree of intimacy was chosen. 
 
To clarify the association between contact and the attitude toward community mental health 
care, we included a range of characteristics of public contact and interpersonal contact. If the 
respondents mentioned that they had met someone in public who seemed to have a mental 
illness, they were asked some additional questions regarding the characteristics of that contact: 
frequency and emotional reactions.  The frequency of the public contact that had occurred 
ranged from ‘rarely’ and ‘occasionally’ through ‘frequently’. The questions related to emotional 
reactions included ‘How frightening do you find people that you see in public places that seem to 
have a serious mental health problem?’ and ‘ How much sympathy do you feel for people that 
you see in public spaces that seem to have a serious mental health problem?’ The response 
categories were situated on a 4-point Likert scale ranging from 1 (not at all frightening/no 
sympathy at all) to 4 (very frightening/a great deal of sympathy). The respondents who 
mentioned that they had known someone (family member, friend or acquaintance) who received 
treatment for a mental health problem were asked subsequently what the closeness of the 
relationship was, whether the received treatment was perceived as effective and how much 
distress this person’s mental health problem caused them. The closeness of the relationship 
ranged from 1 (not at all close) to 4 (extremely close). The questions related to the perceived 
effectiveness of the treatment and the level of distress had the following answer categories: ‘not at 
all’, ‘a little’, ‘quite a bit’, and ‘a great deal’. The perceived effectiveness of the treatment was 
recoded into two categories; if participants responded with ‘a great deal’ or ‘quite a bit’, they 
received the score of 1 , while those who replied with ‘a little’ or ‘not at all’ served as the 
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reference category. The level of distress was scored according to the aforementioned  4-point 
Likert scale.  
 
CONTROL VARIABLES 
As concerns gender, women received the score of 1 and men served as the reference category. 
Age was measured in years. Education was measured as the number of years of education people 
had completed. This is often used as a proxy variable for educational attainment (Schneider, 
2007). Employment status is a categorical variable: people with a job (reference category) were 
compared with people who are unemployed, retired, or in another position (chronically ill or 
disabled, househusband/housewife, student, etc.). 
 
3.3.3 Analysis 
 
First, two descriptive analyses have been done to describe the study population (Table 20) and 
the different items of the dependent variable, the CAMI scale (Table 19).  
 
To study the association between type of contact and attitudes toward community mental health 
care, we use the full sample which consists of all the respondents, whether they have had 
personal, interpersonal, public or no contact at all. After having deleted the missing cases list 
wise, the weighted full sample is comprised of 1104 respondents.  We compare those with public 
contact with people with mental illness with more intense types of contact (interpersonal 
contact and  personal experience) and with those with no contact at all  (Table 20). 
 
To study how the characteristics of contact relationships are related to the attitude toward 
community mental health care, we extracted two nested subsamples of the full sample. 
Subsample A zooms in on people with public contact. Those who have never met someone with 
mental illness in public are excluded from the sample, even if they personally received mental 
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health treatment or had interpersonal contact with someone who received mental health care. 
As a result, subsample A consists of 787 respondents. We study whether the attitude toward 
community mental health care depends on the emotional reactions that arise due to public 
contact with people with mental illness, controlled for the frequency of that public contact and 
the type of contact (only public contact serves as the reference category) (Table 21). Subsample 
B focuses on people who have someone in their family or circle of friends and acquaintances 
who has been treated for mental illness and amounts to 626 respondents. We examine whether 
the attitude toward community mental health care is dependent of the perceived effectiveness of 
the received treatment or the level of distress caused by the contact relationship, controlled for 
the closeness of the relationship and the type of contact (Table 22).  
 
All models mentioned above were estimated in IBM SPSS Statistics 19 by means of linear 
regression models (Ordinary Least Squares), controlled for a range of demographics. The results 
of the weighted samples are presented. We report the unstandardized coefficients and the 
standard errors of the independent variables. The total explained variance of the model is 
mentioned at the bottom of the table.  
 
The study was approved by the Privacy Commission for the ethical aspects related to the 
research. Furthermore, there are no known conflicts of interest and all authors certify 
responsibility for the manuscript.  
 
3.4 Results 
 
Table 20 presents the descriptives of the study population of the full sample and the nested 
subsamples A and B.  
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Full sample (N=1104) 
Sample of people who had public 
contact (N=787) 
Sample of people who had 
interpersonal contact (N=626) 
  
 N % 
Mean 
(SD) 
Min-
Max. 
N % 
Mean 
(SD) 
Min-
Max. 
N % 
Mean 
(SD) 
Min- 
Max. 
Dependent variable 
CAMI 
    36.189 
(6.132) 
12-50   
36.438 
(5.995) 
12-50   
36.947 
(5.852) 
12-50 
Independent variables 
Control variables Gender Men 543 49.2   383 48.7   283 45.3   
  Women 560 50.8   403 51.3   342 54.7   
 Age    47.99 
(17.869) 
18-94   45.597 
(16.745) 
18-89   46.317 
(16.585) 
18-93 
 Years of education    11.991 
(3.660) 
0-24   12.335 
(3.597) 
0 - 24   12.634 
(3.562) 
0-24 
 Employment status Employed (ref.cat.) 598 54.2   460 58.5   365 58.3   
  Unemployed 64 5.8   49 6.2   34 5.5   
  Retired 256 23.2   146 18.6   119 19.0   
  Other  185 16.7   131 16.7   108 17.3   
Contact types Personal experience  168 15.2   134 17   138 22   
 Interpersonal 
contact 
Family member received 
treatment 
291 26.4   233 29.6   281 44.8   
  Friend or acquaintance 
received treatment 
217 19.7   169 21.4   207 33.1   
 Public contact  252 22.8   252 32   / / / / 
 No contact at all  176 15.9   / / / / / / / / 
Contact conditions Public contact Frequency       1.634 
(0.715) 
1 - 3     
  Arising feelings of fear       1.964 
(0.726) 
1 - 4     
  Arising feelings of pity       2.968 
(0.708) 
1 - 4     
 Interpersonal 
contact 
Closeness           2.788 
(0.929) 
1 - 4 
  Level of distress           2.675 
(0.983) 
1 - 4 
  Perceived effectiveness 
of treatment 
          0.564 
(0.496) 
1 - 4 
  
 
Table 18: Descriptives Study Population (weighted data, SGC-BMHS, 2009). 
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Table 19 illustrates the different items of the Community Mental Health Ideology-scale. We can 
conclude that around one fifth of our respondents hold the opinion that local residents may 
resist the location of mental health services in their neighborhood. One out of four respondents 
agrees that having mental patients living within residential neighborhoods might be good 
therapy but that the risks to residents are too great.   
 
 
 
Strongl
y agree 
Agree 
Neither agree, 
neither 
disagree 
Disag
ree 
Strongl
y 
disagre
e 
Residents should accept the location of mental health 
facilities in their neighborhood to serve the needs of 
the local community 
21.8% 
55.1
% 
11.9% 8.9% 2.2% 
The best therapy for many mental patients is to be part 
of a normal community 
22.4% 58% 12.4% 6.7% 0.5% 
As far as possible, mental health services should be 
provided through community based facilities 
13.2% 
63.8
% 
14.8% 7.5% 0.7% 
Locating mental health services in residential 
neighborhoods does not endanger local residents 
13.1% 
52.3
% 
18.4% 
14.2
% 
2.0% 
Residents have nothing to fear from people coming 
into their neighborhood to obtain mental health 
services 
14.9% 56% 18.2% 9.6% 1.3% 
Mental health facilities should be kept out of 
residential neighborhoods 
2.5% 
13.5
% 
18.9% 
55.3
% 9.8% 
Local residents have good reason to resist the location 
of mental health services in their neighborhood 
2.6% 
16.3
% 
21.3% 
49.5
% 
10.3% 
Having mental patients living within residential 
neighborhoods might be good therapy but the risks to 
residents are too great 
3.4% 
22.4
% 
30.5% 
39.2
% 
4.4% 
It is frightening to think of people with mental 
problems living in residential neighborhoods 
2.2% 
16.1
% 
18.1% 54% 9.5% 
Locating mental health facilities in a residential area 
downgrades the neighborhood 
3.4% 
19.8
% 
17.5% 
50.0
% 
9.2% 
 
Table 19: Community Mental Health Ideology scale. 
 
 
The first research question refers to Table 20. We question whether the attitude toward 
community mental health care depends on the type of contact one has with people with mental 
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illness. The results in Table 20 indicate that those with personal experience (B= 1.377, SE= 
0.608, p<0.05) and those who have a family member (B= 1.198 , SE= 0.524 , p< 0.05) who has 
been treated for mental health problems report more positive attitudes toward community 
mental health care, compared to those with only public contact. The attitudes of people who 
have a friend or acquaintance who received mental health treatment and people without 
contact do not seem to differ significantly from the attitudes of people with public contact with 
people with mental illness. In brief, the impact of contact on the attitude toward community 
mental health care depends on the degree of intimacy of the contact relationship.  
 
 
 
 
 
B 
 
S.E. 
 
 
(Constant) 
 
 
31.826 
 
1.130 
 
*** 
 
Gender 
 
(ref.cat.: Men) 
 
–0.727 
 
0.372 
 
Age  0.018 0.015  
Education  0.209 0.055 *** 
Employment status (ref.cat.: Employed)    
 Unemployed –0.422 0.806  
 Retired –1.191 0.645  
 Other 0.234 0.528  
Contact types (ref.cat.: Public contact)    
 Personal experience 1.377 0.608 * 
 Family member received treatment 1.198 0.524 * 
 Friend or acquaintance received 
treatment 
0.742 0.559  
  No contact at all -1.124 0.601  
R²= 0.051     
 
*:p < .05; **:p < .01; ***:p < .001 
 
Table 20: The association between contact variables and the attitude toward community mental 
health care among all respondents, controlled for socio -demographic variables (N=1104, 
weighted data, SGC-BMHS, 2009). 
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The second research question refers to Table 21 and Table 22. We question whether the 
characteristics of contact are associated with the attitude toward community mental health 
care. Table 21 shows that some characteristics of public contact do matter. Emotions that arise 
when meeting someone in public who seems to have a mental illness are significantly linked to 
the attitude toward community mental health care. The more people fear  people with mental 
illness whom they have met in public, the more negative their attitudes appear to be (B = -
1.641, SE= 0.282, p<0.001). On the contrary, the more people feel pity for people with mental 
illness, the more positive their attitudes toward community mental health care becomes (B = 
1.796, SE= 0.290, p<0.001). The association between the frequency of public contact and the 
attitude toward community mental health care is not significant.  
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B 
 
S.E. 
 
 
(Constant) 
  
29.421 
 
1.59
6 
 
*** 
 
Gender 
 
(ref.cat.: Men) 
 
–1.207 
 
0.41
7 
 
** 
Age  0.027 0.01
7 
 
Education  0.272 0.06
1 
*** 
Employment status (ref.cat.: Employed)    
 Unemployed –0.418 0.87
3 
 
 Retired –2.141 0.74
2 
** 
 Other 0.511 0.57
9 
 
Contact types (ref.cat.: Only 
public contact) 
   
 Personal experience 0.744 0.61
9 
 
 Family member 
received treatment 
0.695 0.52
9 
 
 Friend or 
acquaintance 
received treatment 
0.524 0.56
7 
 
Contact conditions of public contact Frequency  0.521 0.28
6 
 
 Arising feelings of 
fear  
–1.641 0.28
2 
*** 
 Arising feelings of 
pity  
1.796 0.29
0 
*** 
R²= 0.136     
 
°:p = .05; *:p < .05; **:p < .01; ***:p < .001 
 
Table 21: The association between contact variables and the attitude toward community mental 
health care among the respondents who had public contact, controlled for socio -demographic 
variables (N=787, weighted data, SGC-BMHS, 2009).  
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Table 22 illustrates the association between the characteristics of interpersonal contact and 
the attitude toward community mental health care. The results show that if people perceive the 
received treatment as effective, they report a more positive attitude toward community mental 
health care  (B= 1.211, SE= 0.468, p<0.05). The level of distress that the relationship causes 
does not seem to make any difference and neither does the closeness of the relationship. In 
brief, our results indicate that the association between contact and attitudes toward 
community mental health care is dependent on the characteristics of that contact relationship. 
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B 
 
S.E. 
 
 
(Constant) 
  
34.394 
 
1.54
3 
 
 
Gender 
 
(ref.cat.: Men) 
 
-1.220 
 
0.47
5 
 
* 
Age  0.002 0.02
0 
 
Education  0.197 0.06
9 
** 
Employment status (ref.cat.: Employed)    
 Unemployed –0.725 1.04
0 
 
 Retired –0.732 0.84
5 
 
 Other 0.986 0.64
8 
 
Contact types (ref.cat.: Friend or 
acquaintance 
received treatment) 
   
 Personal experience 1.648 0.68
2 
* 
 Family member 
received treatment 
0.980 0.56
4 
 
Contact conditions of 
interpersonal contact 
Closeness  0.194 0.30
4 
 
 Level of distress  -0.519 0.29
0 
 
 Perceived 
effectiveness of 
treatment  
1.211 0.46
8 
* 
R²=0.063      
 
*:p < .05; **:p < .01; ***:p < .001 
 
 
Table 22: The associations between contact variables and the attitude toward comm unity mental 
health care among the respondents who had interpersonal contact, controlled for socio -
demographic variables (N=626, weighted data, SGC-BMHS, 2009). 
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In reference to the control variables, the results reveal that women seem to report more 
negative attitudes than men among the subsample of respondents with public contact (Table 
21: B= -1.207, SE= 0.417, p<0.01) and among the subsample of respondents with interpersonal 
contact (Table 22: B= -1.220, SE= 0.475, p<0.05). The attainment of more years of education 
corresponds with more tolerant attitudes in all three samples (Table 20: B= 0.209, SE= 0.055, 
p<0.001; Table 21: B= 0.272, SE= 0.061, p<0.001; Table 22: B= 0.197, SE= 0.069, p<0.01). 
Furthermore, among the subsample of respondents with public contact, the retired seem to 
report a less tolerant attitude toward community mental health care compared to the working 
population (Table 21: B= -2.141, SE= 0.742, p<0.01). 
 
3.5 Discussion 
 
As the success of the deinstitutionalization movement is dependent on an accepting host 
community, public opinion about community mental health care should receive greater 
scientific attention. Using data from the 2009 survey “Stigma in a Global Context—Belgian 
Mental Health Study”, we consider the attitude of the general Belgian population. Our study 
specifies the association between contact and attitudes toward community mental health care 
by means of comparing several types of contact with a different degree of intimacy and by 
means of considering characteristics of the contact relationship. 
 
Before we discuss the main findings, we want to draw attention to the limitations and 
strengths of this study. First, due to the cross-sectional nature of the data, we cannot make any 
judgment about the causality of the association between contact and attitude change. Selection 
mechanisms may be at play; for example, people with stigmatizing attitudes will be less likely 
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to be friends with people with mental illness. Second, research has suggested that people who 
come into contact with people with mental illness within the scope of their professional or 
voluntary work report more positive attitudes toward them (Roth, Antony, Kerr, & Downie, 
2000; Rousseau & de Man, 1998; Song et al., 2005; Alexander & Link, 2003). Nevertheless, this 
type of contact was not included in our study. Third, although research often considers 
emotions as moderators of  the relationship between contact and attitudes (Angermeyer & 
Matschinger, 1997; Brockington et al., 1993; Corrigan et al., 2003; Rössler, Salize, & Voges, 
1995), we only examined  the independent effects of emotions on the attitude toward 
community mental health care. Fourth, the study of attitudes has often been criticized because 
of its tenuous link with behaviour (Fazzio & Zanna, 1981; Weiner, 1995). However, the meta-
analysis of Kraus (1995) refuted this assumption. Petty and Cacioppo (1996) also defended 
attitudinal research, especially if the attitudes are based on direct experiences, which is the 
case with contact.  Besides, Pinfold et al. (2003) emphasized that the attitude toward 
community psychiatry can be considered as a proxy measure of planned behavior. Fifth, 
according to the NIMBY-phenomenon (not-in-my-backyard),  people might be tolerant toward 
community mental health care as long as those mental health care facilities are not located in 
their own neighborhood (Dear, 1992). Nevertheless, we did not control for the presence of a 
community mental health facility in the respondent’s neighborhood, as previous studies found 
that more than half of the residents were unaware of the presence of a mental health facility in 
their neighborhood (Dear & Taylor, 1982; Rabkin, Muhlin, & Cohen, 1984; Repper & Brooker, 
2007).   
 
Despite these limitations, our findings contribute to the study of attitudes toward community 
mental health care in several ways. First, compared with the amount of current research 
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linking contact with the general attitude toward people with mental illness (Addison & Thorpe, 
2004; Hannigan, 1999; Kobau, Dilorio, Chapman, & Delvecchio, 2010; Kolodziej & Johnson, 
1996; Papadopoulos, Leavy, & Vincent, 2002; Read & Law, 1999; Brunton, 1997), the number 
of studies that applied the contact hypothesis to the theme of community mental health care is 
rather limited (Brockington et al., 1993; Lauber, Nordt, Haker, Falcato & Rössler, 2006; Reda, 
1995; Song et al., 2005; Wolff et al., 1996; Taylor & Dear, 1981). Moreover, the generalizability 
of those studies’ findings has been restrained by their small and selective samples (e.g., 
Malvern & Bromgsgrove, Brockington et al., 1993; North London, Reda, 1995; South London, 
Wolff et al., 1996). Second, Belgium is an interesting case to study, considering the fact that the 
deinstitutionalization movement is advancing at different paces in different countries. Belgium 
is occupying an intermediate position on the continuum of hospital-based care versus 
community-based care; the deinstitutionalization process has been implemented in the ‘90ies, 
but the country still counts one of the highest numbers of psychiatric hospital beds per 
100,000 inhabitants within Europe (Bruffaerts, Sabbe, & Demyttenaere, 2004). While a range 
of countries already provide advanced community mental health care programs (such as the 
USA, UK and Germany), some 38% of the countries worldwide have no community based 
mental health services at all and still rely on large tertiary institutions as the common form of 
psychiatric care (Fakhoury & Priebe, 2002). Third, the Community Mental Health Ideology-
scale is reliable and valid; several studies have extracted a factor related to community mental 
health ideology when using the CAMI scale (Brockington et al., 1993). Wolff et al. (1996) 
defined that factor as ‘fear and exclusion’, while Song et al. (2005) defined it as ‘rehabilitation 
in the community’. Fourth, several studies have mentioned that more attention should be 
devoted to contact characteristics (Alexander & Link, 2003; Couture & Penn, 2003; Jorm & Oh, 
2009; Repper & Brooker, 2007). To fill this gap, our study compares several types of contact 
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with a different degree of intimacy and considers a range of characteristics of public and 
interpersonal contact. Although the amount of explained variance of the models was rather 
small, this is not uncommon (Alexander and Link, 2003). 
 
The first main finding of this study is that the level of tolerance of people who had contact with 
people with mental illness depends on the degree of intimacy of that contact relationship. 
People who personally received mental health treatment and people who have a family 
member who has been treated for mental health problems report more positive attitudes 
toward community mental health care than people with only public contact with people with 
mental illness. The history of mental health service use is a common predictor of attitudes 
toward help seeking, as it is obvious that help seeking beliefs change after having received 
mental health treatment themselves. Furthermore, the fact that stigma processes are less 
powerful among family members of people with mental illness has been recognized by labeling 
theorists (Link et al. 1989). On the contrary, friends or acquaintances may be more apt to 
accept the negative stereotypes applied to people with mental illness due to their lower degree 
of intimacy of contact, since they are peripheral network members or have weaker ties 
(Alexander & Link, 2003; Couture & Penn, 2003; Perry, 2011). Next to this, no difference is 
found between people with public contact and people without contact. A possible explanation 
might be that public contact does not fulfill the preconditions of the contact hypothesis; public 
contact is neither personal, nor voluntary, nor intimate or repeated over time. We conclude 
that contact with a high degree of intimacy is necessary to disconfirm the negative stereotypes 
associated with people with mental illness. In other words, our results support the causation-
hypothesis that contact has an impact on stigmatizing attitudes. As involuntary types of contact 
(public contact and having a family member who received mental health treatment) are also 
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associated with the attitude toward community mental health care, the selection-hypothesis, 
stating that people with stigmatizing attitudes are less likely to have contact with people with 
mental illness, does not hold. Besides, a range of experimental  studies adhere to this line of 
thinking (Link & Cullen, 1986; Desforges et al., 1991; Reinke, Corrigan, Leonhard, Lundin, 
Kubiak, 2004), next to two studies using path analysis (Corrigan, Edwards, Green, Diwan & 
Penn, 2001; Corrigan, Green, Lundin, Kubiak & Penn, 2001) and a literature review of Kolodziej 
and Johnson (1996).   
 
The second main finding of this study is that taking the characteristics of the contact 
relationship into account is important to develop a deeper understanding of the association 
between contact and attitudes toward community mental health care. On the one hand, a 
threatening encounter with a stranger who appears to have a mental health problem, is 
associated with a more hostile attitude toward community mental health care. As the 
frequency of public contact does not seem to have an impact on the attitude toward community 
mental health care, it appears that even one encounter with a stranger can have detrimental 
consequences, as stated by Wallach (2004). This finding is in accordance with the research of 
Corrigan, Green, et al. (2001) that demonstrated that the perception of dangerousness leads to 
the belief that people with mental illness should be institutionalized. On the other hand, we 
found that some contact characteristics are related to more positive attitudes toward 
community mental health care. Pity appears to be associated with more tolerant attitude 
toward community mental health care. We explain this finding by the fact that people who 
assume that a person with a mental illness has little control over his or her illness adopt a more 
sympathetic orientation toward community mental health care (Corrigan et al., 2003). 
Nevertheless, this finding is in contrast with the research of Addison and Thorpe (2004), who 
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dispute the finding that feelings of pity are indicative of a positive attitude toward people with 
mental illness. Next to this, our results state that people who experienced that a mental illness 
can be treated effectively are more tolerant toward community mental health care. This finding 
supports the proposition of Monahan (1992) who stated that emphasizing the efficiency of 
mental health care alleviates public anxiety.  
 
In sum, this study underlines that the assumption that intergroup contact leads to more 
positive attitudes toward people with mental illness should not be taken for granted. This 
study reveals that not the mere presence of contact is associated with less stigmatizing 
attitudes, but that only contact relationships with a high degree of intimacy, contact 
relationships associated with positive emotions and contact relationships with a good 
prognosis are associated with more tolerant attitudes toward community mental health care. 
 
Finally, it would be interesting to study the association between contact and social distance 
toward people with mental illness in a cross-national perspective, since the 
deinstitutionalization process has been implemented in various ways. A wave of criticism 
appeared in the literature regarding the deinstitutionalization movement, as people with 
mental illness who do live in the community, often live in sheltered environments with limited 
social contacts (Fakhoury & Priebe, 2007). Bitter, Entenfellner, Matschnig, Frottier and 
Fruhwald  (2009) speak about de-hospitalization and Kelly and McKenna (2004) claim that 
trans-institutionalization or re-institutionalizations has occurred in some countries. The 
former refers to the fact that the decline in institutional care is not always complemented by 
the establishment of sufficient alternative community mental health care facilities. As a result, 
people with mental illness might end up without treatment, homeless or even imprisoned 
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(Eikelmann, 2000; Lamb & Bachrach, 2001). The latter term illustrates that the placement of 
people with mental illness merely shifts from one isolated context to another instead of 
facilitating social inclusion; the decrease in conventional psychiatric beds is supplemented 
with an increase in supported housing or forensic beds as worst-case scenario. In countries in 
which the afore-mentioned scenarios have occurred, the visibility of people with mental illness 
might lead to more social distance instead of social reintegration. Future research should 
investigate this hypothesis to inform mental health policy. 
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4 Lay attitudes toward care provided in psychiatric hospitals: the role 
of social network composition  
Pattyn, E., Verhaeghe, P.-P., Verhaeghe, M. & Bracke, P. Lay attitudes toward care provided in 
psychiatric hospitals: the role of social network composition. BMC Health Services Research; in 
revision.  
4.1 Abstract 
 
Background: Not only is health behavior determined by agency, it is also subject to the 
influence of structural factors. By considering the composition of social networks, this study 
addresses one particular structural factor. We hypothesize that the health lifestyles of people 
in one’s social network, particularly the positive lifestyles of the (upper) middle class, may 
have a spillover effect on health attitudes, particularly toward mental health care provided in 
psychiatric hospitals.  
Methods: Our data are derived from the survey Stigma in a Global Context–Belgian Mental 
Health Study (2009), which was conducted using face-to-face interviews among a 
representative sample of the general Belgian population and supplemented with a drop-off 
questionnaire (weighted N = 750). Social network composition is measured by means of a 
position generator, and service stigma refers to negative attitudes toward care provided in 
psychiatric hospitals (scale indicator and open-ended question). Linear and logistic regression 
models are estimated in SPSS.  
Results: Someone who knows more people from the middle class express fewer negative 
attitudes toward care provided in psychiatric hospitals, beyond the impact of that person’s 
personal socioeconomic position.  
Conclusion: For people from the lower social strata, having access to a heterogeneous network 
may serve as an enabling structural factor. From a health-promoting perspective, therefore, 
selective interventions should be targeted toward lower educated people who are situated in a 
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homogenous network, since service stigma constitutes an attitudinal barrier toward seeking 
psychiatric treatment among this group.  
4.2 Introduction 
 
Research that investigates health-related behavior is dominated by studies that concentrate on 
agency. However, people’s choices with regard to health practices may be constrained or 
enabled by structural factors. This dialectic interplay between agency and structure is 
highlighted in the health lifestyle paradigm [1-4]. The centerpiece of this health lifestyle 
paradigm is Bourdieu’s concept of habitus [5], which refers to cultural codes or routines which 
provide a practical, habitual, intuitively followed logic or system of dispositions, and stresses 
that health behavior is not always the result of rational, well-thought-out, conscious reasoning. 
 
The social network in which one is embedded is one of those structural factors. Social 
networks can constrain health-related behavior by deterring people from consulting medical 
care; they can also enable health-related behavior by directing people toward certain 
treatment options. Suchman [6], for instance, posited that “cosmopolitan” networks, which 
incorporate a scientific belief system about health, led people toward medical care. “Parochial” 
networks led those people who prefer to rely on informal care away from medical care. 
Furthermore, Kadushin [7] stated that if people belonged to a social circle of “friends and 
supporters of psychotherapy,” it would facilitate their entry into mental health care. In 
addition, Freidson [8], McKinlay [9], and Horwitz [10] emphasized that beliefs held by social 
network members, who may or may not be skeptical about the efficacy of modern medicine, 
shape referrals to medical care. Several more recent studies have also indicated that social 
networks play a role in people’s health behavior [11-13].  
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Therefore, in this study we take the social network composition into account. We argue that 
health lifestyles are socially stratified, since people who share similar positions in the social 
stratification system share similar sociocultural and economic conditions [14]. Following the 
learning generalization hypothesis [15], we reason that the lessons learned in the work domain 
can be carried over into other areas of life such as the health domain. For instance, members of 
the (upper) middle class tend to be intellectually challenged at work; they can be required to 
be creative and asked to direct the activities of subordinates. These job conditions strengthen 
the emphasis on self-direction and self-control, leading to more positive health lifestyles in 
which they take greater personal responsibility for controlling their health status [2,4,16-17]. 
In contrast, manual workers are often faced with narrow, repetitive tasks under close 
supervision. Consequently, the emphasis on conformity is strengthened and a more 
constrained and less optimistic view of the world is instilled, leading to less positive health 
lifestyles such as not engaging in preventive care due to a more passive or even fatalistic 
attitude [2,4,18-19].  
 
The health norms of the (upper) middle class not only promote positive health lifestyles in 
their own stratum, but also set the tone for society as a whole. Specifically, they are able to 
expand their class-specific lifestyles across class boundaries [20]. In other words, the cultural 
health capital to which people have access to through their network resources may enable 
more positive health lifestyles. Particularly for people from the lower strata, briding ties can be 
of relevance. Therefore, we hypothesize that people who know more people from the (upper) 
middle class may report more positive health attitudes.  
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The health behavior related attitudes this study examines are lay attitudes toward care 
provided in psychiatric hospitals. We focus on these particular attitudes since Belgium still has 
an extensive supply of available psychiatric hospital beds [21]. With 161 psychiatric hospital 
beds per 100,000 inhabitants, Belgium has the second highest number of psychiatric hospital 
beds in the world, after Japan. Based on the literature, we suggest that people may report 
negative attitudes toward care provided in psychiatric hospitals because they doubt the quality 
and effectiveness of psychiatric treatment [22-25]. These doubts may arise because of 
concerns about the heavy reliance on psychotropic drugs [26-30] or because of a perception 
that a psychiatric hospital is merely an institution of social control [31-32]. 
 
In addition to taking the social network composition into account, a range of sociodemographic 
characteristics need to be controlled for. First, the socioeconomic position of the respondent 
should be considered. Von dem Knesebeck et al. [33] indicated that education is the most 
crucial indicator of socioeconomic status in influencing attitudes toward psychiatric treatment. 
Furthermore, gender and age may influence attitudes toward the mental health care sector 
[34]. We also control for marital status. Finally, it is important to consider whether 
respondents are familiar with mental health services [35].  
 
In sum, we consider social network composition to be a structuring factor, influencing lay 
attitudes toward care provided in psychiatric hospitals. We expect that individuals who know 
more people from the (upper) middle class will report less service stigma, net of their personal 
socioeconomic position. This research question will be addressed empirically by analyzing 
data derived from the survey Stigma in a Global Context–Belgian Mental Health Study. 
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4.3 Methods 
 
4.3.1 Sample and data 
 
Data are derived from the survey Stigma in a Global Context–Belgian Mental Health 
Study(2009), which examined the attitudes of the general public toward mental health care 
services and people with mental illness. Fully structured, face-to-face computer-assisted 
personal interviews were implemented among a representative sample of the non-
institutionalized adult Belgian population. We obtained approval for the ethical aspects related 
to our research from the Privacy Commission. 
 
To define the target population, a multistage cluster sampling design based on data from the 
Belgian National Register was used. In the first stage, municipalities were weighted according 
to their number of inhabitants. Subsequently, 140 municipalities were randomly selected. This 
process included the possibility of being selected more than once. In the second stage, 15 
respondents were randomly selected from each municipality. This resulted in a target sample 
of 2,100 people. After providing a complete description of the study to the participants, written 
informed consent was obtained from a total of 1,166 respondents. Following the guidelines of 
the American Association of Public Opinion Research (AAPOR) [36], the response rate was 
calculated at 55.5% (AAPOR Response Rate 1); the cooperation rate was 66.9% (AAPOR 
Cooperation Rate 3).  
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After the interview, each respondent was asked to fill in a drop-off questionnaire and return it. 
In total, 841 people (72% of those who had been interviewed) did this. Since the questions 
referring to network resources were included in the drop-off questionnaire, we had to restrict 
our study sample to this final group. Additional analyses revealed that those who did not 
return the drop-off questionnaire were more likely to be lower educated, to be younger, single, 
retired or unemployed, and to have a lower income. Therefore, a post-stratification weighting 
procedure was applied in order to partly compensate for the effects of this selective non-
response and to better approximate the cross-classification of the census population count 
with regard to gender, age, and education. The weighted sample consisted of 750 cases. 
 
4.3.2 Variables 
 
INDEPENDENT VARIABLES 
The social network composition is measured by means of the position generator [37-40]. The 
position generator asks whether the respondent knows people in his or her social network 
who practice certain professions. Respondents were presented with a list of 15 professions 
that are salient in Belgium, ranging from house cleaner to physician. People could tick off one 
or more of the following response categories: “a family member has this occupation,” “a friend 
has this occupation,” and “an acquaintance has this occupation.” The definition of an 
acquaintance was added for conceptual clarity: an acquaintance is someone whose given name 
one knows and with whom one would have a short conversation when meeting him/her. The 
answering category “I do not know anyone who has this occupation” distinguishes people who 
lack network resources from missing answers. In this particular study, we included both strong 
and weak ties in the analyses, since strong ties are an important source of social support [41] 
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and weak ties are important in providing more diffuse health information, reaching people 
from more diverse social positions [38,42-43]. 
 
We began with Goldthorpe’s scheme with 11 classes (EGP 11) [44], but we simplified this 
scheme into a threefold division (see Verhaeghe et al. [45] for more information). Manual 
labor, or the working class, is represented by knowing someone who is a house cleaner, 
assembly line worker, truck driver, police(wo)man, or electrician. The middle class refers to 
jobs such as clerical worker, owner of a small factory/firm, nurse, journalist, or teacher. The 
upper middle class involves jobs such as division head, manager of a large factory/firm, owner 
of a large factory/firm, lawyer, or physician. Finally, from each social class, the total number of 
occupations that one knows people from is added up, with five as the maximum.  
 
The socioeconomic position of the respondent is assessed by means of education, occupational 
class, and income. Education is measured as the number of years of education completed, 
which is often used as a proxy variable for educational attainment [46]. Occupational class is 
assessed by asking respondents to describe their current or last main job in detail. Following 
Goldthorpe’s [44] social class schema, we make the distinction between the working class 
(skilled, semi-skilled, or unskilled), the middle class (proprietors of small businesses, routine 
non-manual workers, higher grade technicians and lower grade professionals, administrators, 
and officials), and the upper middle class (proprietors of large businesses, managers and 
higher grade professionals, administrators, and officials). In addition, we include a category of 
non-active people (unemployed, retired, chronically ill, students, homemakers). Information 
about the net household income equivalent is created by adopting the OECD (Organization for 
Economic Co-operation and Development) scale, which gives a weight of 1 to the first adult in a 
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household, 0.5 to all other adults (> 14 years old), and 0.3 to children. Five categories are 
created for monthly income, including a missing category due to the high number (17.8%) of 
missing cases: less than €1000; €1000–€1500; €1500–€2000; more than €2000; and income 
missing.  
 
DEPENDENT VARIABLES 
Service stigma refers to the stigma that is attached to care provided in psychiatric hospitals. It 
is measured using two indicators: a 5-item scale and an open-ended question. The scale was 
developed by Verhaeghe [47] and the items are presented in Table 23. Each item is scored on a 
5-point Likert scale and the original score of item (c) is reversed. The mean score for all items 
is calculated, so that higher scores reflect more negative attitudes toward care provided in 
psychiatric hospitals. The reliability of this scale is high (Cronbach’s Alpha = 0.861). Principal 
component analysis reveals only one factor with an eigenvalue of 3.236, which explains 64.7% 
of the variance. All items load highly on that factor: (a) 0.862, (b) 0.864, (c) 0.716, (d) 0.759, 
and (e) 0.810.  
 
The open-ended question we used is “What do you think about the mental health care provided 
in psychiatric hospitals?” By means of content analysis, we have distinguished 200 responses 
that refer to negative attitudes toward care provided in psychiatric hospitals (26.6%), resulting 
in a dichotomous variable. Examples of negative attitudes are ‘they knock patients out with 
sedatives,’ ‘I think of straightjackets and padded cells,’ ‘it is like being in prison,’ ‘crazy people 
all in one place,’ ‘it is harmful that people are surrounded by people with other mental 
disorders, often more serious cases,’ ‘inhumane treatment,’ ‘there are too few health care 
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providers and they do not have enough time to carefully treat the patients,’ ‘they leave patients 
to their own devices,’ ‘taboo,’ and ‘should only be considered as last resort.’  
 
 
CONTROL VARIABLES 
We control for gender and age, which is measured as a continuous variable. Further, by 
considering marital status, we compare those who are married or cohabiting with those who 
are separated, divorced, widowed, or single. Finally, the level of familiarity with mental health 
services is controlled for. Familiarity is represented by the following categories: (1) personal 
experience (respondents have undergone psychiatric treatment themselves); (2) interpersonal 
contact (respondents know a family member, friend, or acquaintance who has received 
psychiatric treatment); and (3) no (inter)personal contact.  
 
4.3.3 Analysis 
 
The associations between people’s social network composition and service stigma are 
examined using two analytical models. We estimated a linear regression model to study the 
association between the social network composition and the scale indicator of service stigma. 
In Table 25, the unstandardized regression coefficients are given, accompanied by their 
standard errors and p-values. We estimated a logistic regression model to study the 
association between the social network composition and the open-ended indicator of service 
stigma. The odds ratios are also shown in Table 22, accompanied by their 95% confidence 
interval and p-values. All analyses are carried out using the statistical program SPSS Statistics 
19.  
 147 
4.4 Results 
 
The descriptive statistics of the study population and the core dependent and independent 
variables are presented in Table 23.  
 
 
 N % 
Gender Female 382 51 
 
Male 367 49 
Marital status Married or cohabiting 510 68 
 
Separated, divorced, widowed or 
single 
240 32 
Familiarity with mental health services Personal experience 110 14.7 
 
Indirect contact 397 52.9 
 
No (inter)personal contact 245 32.3 
Personal occupational status Manual working class 220 29.3 
 
Middle class 349 46.6 
 
Upper middle class 98 13.1 
 
Unemployed 83 11 
Income 1000>=x 155 20.7 
 
1500>=x>1000 217 29 
 
2000>=x>1500 136 18.1 
 
x>2000 130 17.3 
 
Missing 112 14.9 
Institutional service stigma (open-ended)  200 26.6 
 Mean +-S.D. Min.-Max. 
Age  49.31+-17.49 18 - 93 
Education  12.24+-3.66 0 - 24 
Social network composition Number of people known from the 
  
 Manual working class 2.82+-1.54 0 - 5 
 Middle class 3.19+-1.34 0 - 5 
 Upper-middle class 2.47+-1.64 0 - 5 
Institutional service stigma (scale)   2.53+-0.80 1  -  5 
  
  
 
 
 
Table 23: Descriptives study population and (in)dependent variables ( N=750, weighted data, 
SGC-BMHS, 2009). 
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Furthermore, we added the descriptives of the service stigma scale in order to illustrate the 
attitudes of the general Belgian population toward care provided in psychiatric hospitals (Table 
24).  One out of twelve (8.2%) agrees that admission into a psychiatric hospital does not 
achieve good treatment outcomes (the statement is reversely scored). One in five (19%) 
confirms that admission into a psychiatric hospital makes mental health problems worse. 
Almost one third of the lay population (29.3%) does agree with the statement that once you 
are admitted into a psychiatric hospital, it is difficult to find your way out. 
 
 
 
 Fully 
disagree 
Disagree Neither 
agree nor 
disagree 
Agree Fully 
agree 
Mean SD 
(a) Admission into a psychiatric 
hospital makes mental health 
problems worse 
12.0 44.0 25.0 13.5 5.5 2.56 1.04 
(b) Admission into a psychiatric 
hospital does more harm than good 
11.4 49.5 21.1 12.7 5.4 2.51 1.03 
(c ) Admission into a psychiatric 
hospital currently achieves good 
outcomes* 
8.1 52.6 31.1 7.0 1.2 2.40 0.78 
(d) Once you are admitted into a 
psychiatric hospital, it is difficult to 
find a way out 
8.7 40.5 21.5 23.5 5.8 2.77 1.08 
(e ) Once you suffer from mental 
health complaints, it is better to stay 
away from psychiatric hospitals 
15.6 50.2 17.0 12.5 4.6 2.40 1.04 
Full scale  2.53 0.80 
                  *: reversely scored 
 
Table 24: Descriptives service stigma (N=750, weighted data, SGC-BMHS, 2009). 
 
The question whether the social network composition matters for people’s attitudes toward 
care provided in psychiatric hospitals is answered by Table 25.  The results reveal that people 
who have more relatives, friends, or acquaintances from the middle class report less service 
stigma. The association is significant for both the scale indicator (B = -0.080, SE = 0.030, p < 
0.01) and the open-ended indicator of service stigma (OR = 0.818, CI = 0.687–0.975, p < 0.05). 
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In addition to considering the social network composition, we also took the impact of people’s 
personal socio-economic status into account to control for the mediator hypothesis. The 
findings show that the association between the social network compostion and service stigma 
holds, beyond the effect of people’s personal socioeconomic position. Finally, a striking result 
regarding the control variables is that people who have been in psychiatric treatment 
themselves report more negative attitudes toward care provided in psychiatric hospitals 
(scale: B = 0.193, SE = 0.092, p < 0.05; open-ended: OR = 1.954, CI = 1.164–3.281, p < 0.05). 
Older people also seem to express more service stigma (scale: B = 0.008, SE = 0.002, p < 0.001; 
open-ended: OR = 1.014, CI = 1.003–1.025, p < 0.05).   
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Institutional Service Stigma (scale) 
Institutional 
Service Stigma 
(open-ended) 
  B S.E.  
OR 95%CI  
       
Education -0.024 0.010 * 1.019 0.959-1.082  
Middle class positiona 0.021 0.076  0.754 0.488-1.167  
Upper middle class positiona 0.042 0.114  0.816 0.417-1.595  
Unemployeda 0.096 0.114  0.758 0.382-1.501  
1500>=Income>1000b 0.095 0.088  1.258 0.747-2.188  
2000>=Income>1500b 0.139 0.092  1.966 1.146-3.372 * 
Income>2000b 0.025 0.099  1.217 0.662-2.238  
Missing Incomeb 0.125 0.100  1.950 1.092-3.482 * 
Knowing people from the manual working class 0.017 0.022  1.050 0.920-1.199  
Knowing people from the middle class -0.080 0.030 ** 0.818 0.687-0.975 * 
Knowing people from the upper-middle class 0.000 0.023  0.974 0.847-1.119  
Femalec -0.025 0.061  1.007 0.702-1.445  
Age 0.008 0.002 *** 1.014 1.003-1.025 * 
Married or cohabitingd -0.026 0.066  0.959 0.653-1.410  
Personal experiencee 0.193 0.092 * 1.954 1.164-3.281 * 
Indirect contacte 0.016 0.066  1.196 0.808-1.770  
 
a :ref.cat.: Manual working class position 
 
*: p<0.05; **:p<0.01; 
***:p<0.001 
 
b : ref.cat.: Income lower than 1000 euro 
   
 
c : ref.cat.: Male   
 
   
 
d : ref.cat.: Separated. divorced. widowed or single 
  
 
   
 
e : ref.cat.: No familiarity with mental health services 
  
 
   
 
Table 25: The association between social network composition and institutional service stigma 
(N=750, weighted data, SGC-BMHS, 2009). 
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4.5 Discussion 
 
Research that investigates health-related behavior is dominated by studies that concentrate on 
agency while neglecting structural factors. This article contributes to the research field by 
focusing on the role of structure by drawing attention to social network composition. Based on 
data derived from the survey Stigma in a Global Context–Belgian Mental Health Study, we 
examined the association between knowing people from different social classes and negative 
attitudes toward care provided in psychiatric hospitals (or service stigma), net of the impact of 
the respondent’s personal socioeconomic position.  
 
The current study makes several contributions to the research field. First, this study focuses on 
social networks in which an individual is embedded, whereas classical utilization models such 
as the Health Belief Model [48] or the SocioBehavioral Model [49] merely focus on individual 
characteristics (agency). By considering the social network composition, we take into account 
one example of a structural factor involved in shaping health behavior. Second, the position 
generator is a promising measure of network social capital. Moreover, the class division is 
relevant to the study of health lifestyles because of the socially stratified nature of habitus [2]. 
Third, service stigma is a crucial stigma dimension, since it might constitute an attitudinal 
barrier toward professional care-seeking. Nevertheless, it received little attention in previous 
research. The two different measurements of service stigma were significantly correlated 
(Pearson correlation: 0.481, p < 0.01) and the correlation between the scale-measure of service 
stigma and people’s help-seeking intentions was relatively high (willingness to consult a 
psychiatrist: Pearson correlation: -0.400, p<0.01; willingness to be admitted in a psychiatric 
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hospital: Pearson correlation: -0.492, p<0.01). So we argue that service stigma is a good 
indicators of people’s perceptions about specialist mental health care.  
 
The main finding of this study is that a person knowing more people from the middle class is 
negatively associated with service stigma, net of the impact of that person’s level of education. 
Thus it seems that middle class values are related to more positive attitudes toward care 
provided in psychiatric hospitals. This finding confirms that the deepest social class division is 
between the working class and the middle class [44]. Bourdieu [2] attributed this to the 
“distance from necessity,” from people from a higher social stratum having the leisure time, the 
access to sources of authoritative knowledge, and the normative forms of consumption and 
resources needed to learn about appropriate health behavior. Recently, the gap between the 
working and the middle class has actually increased, due to job polarization [50] and greater 
job insecurity among the lower social strata because of the current economic crisis [51]. That 
the association with upper middle class resources is not significant may be explained by the 
two processes counterbalancing each other. On the one hand, some subgroups may report 
more positive health lifestyles due to greater mental health literacy; on the other hand, some 
subgroups may be more skeptical about the mental health care sector or may fear the loss of 
status that comes with stigmatization [52].  
 
Our findings should, however, be viewed within the confines of the used data and measures. 
First, the study sample is selective in the sense that those who did return the drop-off 
questionnaire were more likely to be higher educated, to be employed, or to have a higher 
income. This could have an impact on our findings. Therefore, we did an additional control to 
check whether the mean score of the scale in the subsample, referring to those respondents 
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who filled in the drop-off questionnaire, differed significantly from the mean score of the scale 
in the full sample, referring to all those who were interviewed. This was not the case. 
Moreover, we weighted the data according to educational level. Second, our measure of social 
network composition, operationalized by means of the position generator, captures only one 
aspect of the influence of the social network on health-related behavior. Social support might 
also be of relevance. A study of Verhaeghe et al. [44], based on the same survey data, indicated 
that both social network resources and social support influence people’s subjective health 
status independent of each other.  
 
From a health promoting perspective, the advantage of a social network perspective is that 
specific risk groups can be identified. In this context, lower educated people with a 
homogenous network should be targeted, as this vulnerable group seems to experience 
attitudinal barriers toward accessing specialist mental health care. Moreover, since general 
awareness is not high among this subgroup and prevention campaigns do not easily reach 
them, interventions targeting health empowerment should for example take place at work. 
However, currently, initiatives such as serving healthy food in the cafeteria, fitness clubs at 
work, or courses for life coaching or stress management are reserved (almost exclusively) for 
higher end jobs. Unemployed people should be reached by a better collaboration between 
public employment services and social services.  
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5 The gender gap in mental health service use 
Pattyn, E., Verhaeghe, M. & Bracke, P.  The gender gap in mental health service use. Social 
Psychiatry and Psychiatric Epidemiology; Submitted.  
 
5.1 Abstract 
 
Objective: This study examines why men engage less in mental health service use, by studying 
how gender is performed in interactions, following the doing gender perspective. We 
hypothesize that seeking help for mental illness may constitute a gendered role conflict among 
men since help-seeking is associated with femininity. Therefore, we expect that men will 
recommend reliance on self-care options to other men, and in cases in which professional 
treatment is recommended, they will prefer medication to psychotherapy. We also expect that 
men will report greater stigmatizing attitudes.  
Methods: The survey Stigma in a Global Context–Belgian Mental Health Study (2009) 
conducted interviews of a representative sample of the Belgian general population (N = 743). 
The vignette technique, depicting depressive and schizophrenic symptoms, was used. Multiple 
linear and logistic models were estimated in SPSS.  
Results: In male vignettes, self-care is more likely to be recommended, both by male and 
female respondents. Men are less likely to acknowledge the helpfulness of psychotherapy and 
women rate psychotherapy as less helpful when judging a man compared to a woman. Men 
rate tranquilizers as more helpful for other males than that women do for other females. 
Furthermore, male respondents seem to ascribe more shame and blame to the situation.  
Conclusion: The gender gap in mental health service use is due not only to men and their 
negative attitudes toward help-seeking, but also to structured social norms that are 
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reconstructed in interactions. Women also contribute to the maintenance of masculinity 
norms. 
5.2 Introduction 
 
There is a gender gap in mental health service use. Men make fewer visits to mental health 
professionals than women [1-6]. These gender differences are particularly pronounced with 
regard to general care, but decrease when it comes to specialist or residential care [7-8]. This 
gender gap in mental health service use cannot be explained by need [9]. There are no gender 
differences in the overall rates of psychopathology [10], yet men and women differ in types of 
symptoms. Women are more likely to internalize [11]; men are more likely to report 
externalizing disorders [12]. This study therefore will examine why men engage less in the use 
of mental health services. Explanations for gender differences have often been posited, but 
seldom tested empirically [4,9,13-14].   
 
Following the doing gender perspective [15], we will look for an explanation by studying how 
gender is shaped in dyadic interactions. This social constructionist perspective emphasizes 
that gender differences do not reside in the individual, but are actively (re)produced in social 
transactions [16]. Men and women think and act in the ways they do not because of role 
identities or psychological traits but because of the adopted cultural conceptions about 
femininity and masculinity. People share common values about what behavior is considered 
appropriate for men and women [17]. During social interactions, people constantly engage in 
(re)creating a sense of gender difference. People know they will be judged in terms of their 
success or failure in meeting gendered societal expectations [15, 18]; therefore they try to 
match those expectations. In other words, gender is negotiated [19].  
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In the context of help-seeking for mental illness, the normative expectations guiding female 
and male behavior are of crucial importance [20]. Doing health is a form of doing gender [21]. 
Emotional expressiveness, caring for one’s health, and asking for help are constructed as forms 
of idealized femininity [22-24]. Men are expected to be in emotional control and to appear 
strong, independent, and self-reliant [4, 9]. Consequently, to conform to the socially prescribed 
male role, men are encouraged to define themselves in opposition to women by suppressing 
their own health needs and by not seeking help [24-25]. Otherwise, a gendered role conflict 
might arise if men behave in a way that is not in accordance with the (hegemonic) idea of 
masculinity [22-26].  
  
Because of this gendered role conflict, men may be reluctant to seek professional care and may 
fear greater stigma if they do seek help. With regard to treatment, men are more likely than 
women to choose to deal with mental illness on their own and to rely on self-care options [27], 
in part because they do not want to end up in a subordinate relationship to a health care 
provider [24,28]. If they do seek professional treatment, men seem to prefer a quick solution, 
one that is not time-consuming [29]. Consequently, we suggest that men more often opt for 
medical treatment instead of psychotherapy than women do. Men also report greater 
stigmatizing attitudes because of the role conflict between the male gender role and the patient 
role [30-33]. Stigma can be related to viewing personal weakness as the cause of mental illness 
[34]. Hence, when men disclose mental health problems, they may feel that they have failed 
and feel ashamed of their so-called weakness [35]. We suggest that men therefore attribute 
more blame and shame to mental illness.  
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We control for a range of other socio-demographic variables. Older people are more inclined to 
use general medical care [36] and to report more stigmatizing attitudes [37]. People with a 
higher level of education are more likely to contact mental health specialists [38], and are less 
likely to stigmatize people with mental illness [39]. Further, we control for marital status and 
employment status. In addition, it is important to consider whether respondents are familiar 
with mental health services, as this might influence treatment recommendations [40] and 
stigmatizing attitudes [41]. Last, but most important, we control for labeling, since women are 
known to have higher levels of mental health literacy and are also more likely to be labeled as 
deviant [42-43]. 
 
In sum, we will examine why men engage less in mental health service use by studying how 
gender is performed in interactions, following the doing gender perspective. We hypothesize 
that seeking help for mental illness might constitute a role conflict among men. We expect that 
men will recommend reliance on self-care to other males. And when they do prefer 
professional treatment, we assume that they will opt for medication to deal with it rather than 
discussing their problems in psychotherapy. Moreover, we hypothesize that men will report 
greater stigmatizing attitudes  toward people in general and males in particular who suffer 
from mental illness.  
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5.3 Methods 
 
5.3.1 Sample and data 
 
Our data are derived from the survey Stigma in a Global Context–Mental Health Study (SGC-
MHS), the first cross-national survey designed to examine attitudes toward mental health 
services and people with mental illness. Fully structured, face-to-face computer-assisted 
personal interviews were implemented among representative samples of non-institutionalized 
adult populations. Part of the interview consisted of questions referring to a vignette about a 
hypothetical person. The vignettes specifically selected for this study consist of unlabeled 
psychiatric case histories with symptoms that fulfill the criteria of the DSM-IV (Diagnostic and 
Statistical Manual of Mental Disorders of the American Psychiatric Association) regarding 
major depression or schizophrenia. In addition, socio-demographic variables are assessed by 
means of the ISSP indicators (International Social Survey Program).  
 
To define the target population, we used a multistage cluster sampling design based on the 
data from the Belgian National Register. In stage 1, municipalities were weighted according to 
their number of inhabitants and 140 of them were selected randomly (with the possibility of 
being selected more than once), using the statistical program SPSS 19. In stage 2, the Belgian 
National Register data provided us with a random sample of 15 respondents within each of the 
140 selected municipalities. This resulted in a target sample of 2,100 people. In total, 1,166 
respondents participated. We followed the guidelines of the American Association of Public 
Opinion Research [44]. The response rate was 55.5% (AAPOR Response Rate 1) and the 
cooperation rate was 66.9% (AAPOR Cooperation Rate 3). Additionally, a post-stratification 
weight procedure was applied in SPSS 19 to approximate the cross-classification of the census 
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population count within gender, age, and education. As a result, our weighted sample consisted 
of 743 respondents.  
 
5.3.2 Variables 
 
INDEPENDENT VARIABLES 
The gender of the respondent and the vignette person are considered in interaction, since we 
made the distinction between a male respondent who judges a male vignette, a female 
respondent who judges a female vignette (same gender), and a male respondent who judges a 
female vignette and a female respondent who judges a male vignette (cross-gender). 
 
DEPENDENT VARIABLES 
Attitudes toward self-care were assessed by asking for spontaneous treatment suggestions 
immediately after the description of the vignette had been read out. ‘What should the vignette 
person do if he or she needs to do something?’ Answers were open -ended, with three 
suggestions at the most. The responses were assigned to a range of predefined categories by 
the interviewers and if a response did not correspond with one of the predefined categories, it 
was coded verbatim. The verbatim responses were subsequently recoded independently by 
two raters through a content analysis procedure and were reconsidered if the raters disagreed. 
Accordingly, dichotomous variables were created. For this study, only the self-care option was 
considered. Attitudes toward psychotherapy and tranquilizers were assessed by asking the 
respondent whether they thought that certain treatment options were helpful. The answering 
categories were situated on a 7-point Likert scale, ranging from very harmful to very helpful.  
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Stigmatizing attitudes were assessed by means of the stigma dimensions ‘blame’ and ‘shame’. 
Blame refers to a person attributing the situation of the vignette subject to a weak character or 
lack of willpower. The original 4-point Likert scale was dichotomized. Shame refers to the 
opinion that the vignette person should be embarrassed about his/her situation. This original 
4-point Likert scale was also dichotomized.  
 
CONTROL VARIABLES 
‘Age’ is measured as a continuous variable. ‘Education’ is measured as a categorical variable, 
referring to either primary, lower secondary, higher secondary, or tertiary education. ‘Marital 
status’ refers to being married or cohabiting, separated, divorced, widowed, or single. 
‘Employment status’ compares the employed population with those who are unemployed, 
retired, or who are students or homemakers. The ‘level of familiarity’ with mental health 
services is categorized as follows: (1) personal experience (respondents have had psychiatric 
treatment themselves), (2) interpersonal contact (respondents know a family member, friend, 
or acquaintance who has received psychiatric treatment), and (3) no (inter)personal contact. 
Furthermore, to assess labeling, the following question is used: ‘How likely is it that the 
vignette person is experiencing a mental illness?’ This item is scored on a 4-point Likert scale. 
In addition, we also control for the in-group/out-group status of the vignette. For example, in 
Belgium and Germany, the out-group status was given the Turkish nationality, as they 
represent one of the largest ethnic minority groups. If the vignette subject suffered from major 
depression, he/she receives the score 1; symptoms of schizophrenia constitute the reference 
category.  
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5.3.3 Analysis 
 
First, the descriptives of the whole study population and the dependent variables are 
illustrated in Table 26. Second, in Table 27, the gendered interactions between the respondent 
and the vignette person are linked to treatment recommendations. Finally, the gendered 
interactions are associated with stigmatizing attitudes in Table 28. With regard to self-care 
options and the stigma dimensions blame and shame, logistic regression models are estimated. 
The odds ratios are shown, accompanied by their 95% confidence interval and p-values. 
Concerning the helpfulness of psychotherapy and tranquilizers, linear regression models are 
estimated and the unstandardized regression coefficients are reported, accompanied by their 
standard errors and p-values. All analyses are carried out using the statistical program SPSS 
Statistics 19. 
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5.4 Results 
 
The descriptives of the study population and independent variables are presented in Table 26.  
 
 
  N % 
Men 363 48.8 
Women 380 51.2 
Married or Cohabiting 470 63.2 
Divorced, separated, widowed or single 273 36.8 
Employed 393 52.9 
Unemployed, retired, disabled, student or homemaker 350 47.1 
Personal experience 115 15.5 
Indirect contact 399 53.7 
No contact 229 30.8 
Recommending self-care 152 20.4 
Blame 294 39.5 
Shame 429 57.7 
  Mean +-SD Range 
Age  48.51+-18.05 18-94 
Education 11.93+-3.70 0-24 
Helpfulness of psychotherapy 5.86+-1.00 2-7 
Helpfulness of tranquilizers 4.68+-1.45 1-7 
 
Table 26: Descriptives of the study population and the independent variables  (N=743, weighted 
data, SGC-BMHS, 2009). 
 
A first potential explanation of why men engage less in mental health service use is that they 
prefer self-care options. The results in Table 27 regarding treatment recommendations show 
that the subjects of the male vignettes are more likely to be advised to rely on self-care options, 
both by male and female respondents. A second hypothesis regarding help-seeking attitudes 
was that if professional treatment would be preferred, men would opt for medication rather 
than psychotherapy. Our findings indicate that male respondents are less likely to 
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acknowledge the helpfulness of psychotherapy, both for male and female vignettes. Moreover, 
female respondents are less inclined to rate psychotherapy as a helpful treatment option when 
considering a male vignette versus a female vignette. Additionally, male respondents are more 
likely to rate tranquilizers as helpful when making recommendations for a male vignette, 
compared to female respondents making a similar recommendation for a female vignette.  
 
Table 27: Gendered interactions related to treatment recommendations (weighted data, SGC-
BMHS, 2009). 
 
Furthermore, we examined men’s stigmatizing attitudes. Table 28 shows that male 
respondents seem to consider the situation of male vignettes more shameful than female 
  Self-care Psychotherapy Tranquilizers 
  (N=743) (N=741) (N=741) 
  OR 95%CI  
B SE 
 
B SE 
 
Male respondent & Male vignettea 2.375 1.357-4.155 ** -0.211 0.104 * 0.316 0.152 * 
Female respondent & Male vignettea 2.152 1.247-3.714 ** -0.207 0.1 * -0.138 0.147 
 
Male respondent & Female vignettea 1.262 0.691-2.305 
 
-0.341 0.104 ** 0.188 0.152 
 
Age 0.998 0.987-1.010 
 
-0.004 0.002 
 
0.009 0.003 * 
Education  0.923 0.873-0.976 ** 0.019 0.011 
 
-0.012 0.016 
 
Married or cohabitingb 0.699 0.468-1.045 
 
0.031 0.078 
 
0.080 0.115 
 
Employede 1.005 0.639-1.579 
 
-0.012 0.088 
 
-0.059 0.13 
 
Personal experienced 0.907 0.484-1.701 
 
0.157 0.115 
 
0.35 0.168 * 
Indirect contactd 1.331 0.865-2.049 
 
-0.098 0.084 
 
-0.132 0.123 
 
Labeling as mental illness 0.746 0.595-0.937 * 0.236 0.044 *** 0.260 0.065 
 
Depression vignettee 0.934 0.637-1.368 
 
-0.005 0.074 
 
0.080 0.109 
 
Out-group status vignettef 0.656 0.451-0.955 * 0.02 0.072 
 
-0.018 0.105 
 
 
  
  
*: p<.05. **: p<.01. ***: p<.001 
a : ref.cat.: Female respondent & 
Female vignette 
         b : ref.cat.: Single or divorced or 
widowed 
         e : ref.cat.: Unemployed or retired or disabled or student or 
homemaker 
       
d : ref.cat.: No (inter)personal contact 
         
e : ref.cat.: Schizophrenia vignette 
         
f : ref.cat.: In-group status 
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respondents considering the situation of female vignettes. Also, male respondents seem to 
attribute more blame to female vignettes than female respondents attribute to female 
vignettes.  
 
 
 
 
  Shame Blame 
  OR 95%CI  
OR 95%CI   
Male respondent & Male vignettea 1.57 1.010-2.441 * 1.338 0.851-2.104 
 
Female respondent & Male vignettea 1.157 0.758-1.764 
 
1.270 0.816-1.978 
 
Male respondent & Female vignettea  1.326 0.855-2.057 
 
1.680 1.071-2.635 * 
Age 1.006 0.996-1.016 
 
1.009 0.998-1.019 
 Education 1.046 0.999-1.096 
 
0.898 0.856-0.942 *** 
Married or cohabitingb 1.231 0.884-1.713 
 
0.973 0.692-1.368 
 Employede 0.968 0.666-1.406 
 
1.053 0.718-1.544 
 Personal experienced 0.603 0.374-0.973 * 0.489 0.286-0.834 ** 
Indirect contactd 1.186 0.833-1.687 
 
1.249 0.875-1.783 
 Labeling as mental illness 1.459 1.206-1.764 *** 0.902 0.746-1.091 
 Depression vignettee 1.135 0.830-1.551 
 
0.955 0.693-1.315 
 Out-group status vignettef 0.944 0.696-1.280   1.067 0.783-1.456   
  
  
*: p<.05. **: p<.01. ***: p<.001 
a : ref.cat.: Female respondent & Female vignette 
      
b : ref.cat.: Single or divorced or widowed 
      
e : ref.cat.: Unemployed or retired or disabled or student or homemaker 
    
d : ref.cat.: No (in)direct contact 
      
e : ref.cat.: Schizophrenia vignette 
      
f : ref.cat.: In-group status 
       
Table 28: Gendered interactions related to stigmatizing attitudes (N=738 , weighted data, SGC-
BMHS, 2009). 
 
In addition, the control variables reveal that older people are more inclined to rate 
tranquilizers as helpful and that higher educated people are less predisposed to recommend 
self-care options. People who have been in psychiatric treatment perceive tranquilizers to be 
more helpful and report less stigmatizing attitudes than those who have not. Next to this, 
people who label the situation of the vignette subject as mental illness are less likely to 
 169 
recommend self-care, while they are more likely to acknowledge the helpfulness of 
psychotherapy and to agree that the vignette person should be embarrassed. Finally, when 
people have to judge someone with an out-group instead of an in-group status, they seem to be 
less inclined to recommend self-care. 
5.5 Discussion 
 
Research has consistently found that men report less mental health service use [1-6]. However, 
the reasons for this gender gap remain unclear. This study makes a contribution to the 
research field by empirically testing a range of potential explanations. We start out from the 
doing gender perspective [15] and suggest that gender differences are due to the role conflict 
that men may experience when seeking help for mental illness, resulting in differences in 
treatment recommendations and stigmatizing attitudes. This study is carried out using data 
from the SGC-MHS survey, which questioned a representative sample of the general population 
in Belgium. 
 
The first strength of this study is that a representative sample of the Belgian sample is 
examined; other research examining the theme of gender differences in mental health service 
use often relies on selective samples, such as a student sample [45-46]. Second, although the 
interaction between the respondent and the vignette subject is not a real social interaction, the 
advantage of this approach is that many cases can be questioned through randomly varying the 
gender of the vignette subject. Third, in particular, gender differences in stigmatizing attitudes 
have received relatively little attention. When they were studied, stigma dimensions such as 
social distance tended to be the focus [13], which measures the perception that men exhibit 
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more dangerous behavior and therefore explains why men experience stronger rejection [14], 
but does not capture the gendered role conflict.  
 
The main finding of the current study is that not only men ‘perform’ gender in the sense that 
they report more negative attitudes toward professional help-seeking, but that also women 
(re)construct masculinity norms by giving different treatment advice to a man compared to 
another woman. Men report less positive attitudes toward the helpfulness of psychotherapy 
and advise male vignettes to rely on self-care options. Yet women also contribute to the 
maintenance of the role conflict between the male role and the patient role by rating 
psychotherapy as less helpful for men and by recommending self-care to men. It is striking that 
although women are more psychologically minded [47-50], their acknowledgment of the 
helpfulness of psychotherapy depends on the gender of the person they are giving advice to.  
 
Furthermore, men seem more likely to rate tranquilizers as a helpful option for other men in 
comparison to women who gave advice to other women. This finding is in line with the study 
by Ettorre, Klaukka, and Riska [51] that showed that the lay referral system was an important 
channel of introduction to psychotropic drug use, especially for men. One potential explanation 
is that men just want to be able to continue in their work role, so drugs may provide a quick 
solution [21,29].   
 
Additionally, our results concerning stigma indicate that men seem to attribute more shame 
and blame to mental illness than women do. Men consider suffering from mental illness as 
more shameful than women do, particularly when a male vignette subject is dealing with 
mental illness. This is consistent with the finding of an older study by Phillips [52] that 
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indicated that people more strongly rejected cases that had to do with men rather than women. 
Shame can also be perceived as a proxy for self-stigma [53]; thus this finding is consistent with 
the study by Pederson and Vogel [30]. Additionally, male respondents seem to ascribe more 
blame to female vignette subjects, compared to women judging other female vignettes.  
 
This has implications for both informal and formal care. Women in general pay attention to not 
only their own health, but also to the health of their partner and children [54]. They are a crucial 
source of lay referral. Yet our findings show that masculinity norms also seem to influence 
women’s mental health treatment recommendations in a detrimental way. Regarding formal 
care, empirical research has shown that the gender of the patient influences the amount and 
type of treatment provided by physicians, independent of objective symptoms [55]. Clinicians 
were less likely to identify the presence of depression in men [56], resulting in fewer 
prescriptions for psychotropic drugs for men compared to women [57-59].  
 
Finally, we address a limitation of the study and give a suggestion for future research regarding 
this theme. We acknowledge that we did not explicitly consider people’s adherence to 
traditional masculinity norms. Multiple beliefs about masculinity exist [60] that depend, among 
other things, on socio-economic status [61] and ethnicity [62]. Previous research pointed out 
that those who score higher on measures of traditional masculinity ideology seem to have 
more negative attitudes toward help-seeking for mental illness [63]. We argue that future 
research should link this research question to substance abuse, such as alcohol disorder or 
drug use, since Rosenfield [64] suggested that men experience less rejection when suffering 
from externalizing disorders that are more in line with stereotypical masculine behavior.   
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1 Implications for sociological theory and empirical research 
 
In the following section, we discuss the implications of our research findings for sociological theory 
and empirical research.  
1.1 Redefining unmet need 
 
The psychiatric profession describes the phenomenon that people who meet a diagnosis of mental 
illness do not seek appropriate professional help as ‘unmet need’ (Kessler et al., 1999). However, this 
reflects a medical model bias (Gold, 1977). Conceptualizing help-seeking as seeking or not seeking 
professional care is based on notions of superiority of medical care over other sources of care. The 
problem is that other non-professional sources of care are lumped together. No distinction is being 
made between those who do seek any non-professional source of care (such as informal care, self-
care or alternative healing) and  those who do nothing to cope with the mental illness symptoms.  
 
Therefore, by studying the spontaneous treatment recommendations, we acknowledge that a part of 
the lay people recommends non-professional sources of care. In other words, our empirical research 
shows that the absence of professional treatment does not necessarily imply the absence of care. 
Part of help-seeking activities take place outside the professional care sector. As Jorm (2004) 
highlights in the ‘overlapping waves of action’ model, the first of three waves of action involves the 
use of self-help interventions and the reliance on informal support from family and friends. The 
Network Episode Model of Pescosolido (1992) also underlined the help-seeking options outside the 
field of modern medicine. In conclusion, informal care and self-care should be brought much more 
into the picture in future research. 
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1.2 Measuring the impact of cultural beliefs 
 
In traditional research, using prompted endorsements of certain treatment options, the impact of 
cultural beliefs has been underestimated. Once need has been controlled for, cultural predispositions 
did not consistently show to have an impact on the use of mental health services. Yet this standard 
approach -in terms of placement and format of questions- may not be adequate to capture the 
impact of cultural beliefs on help-seeking attitudes.  
 
We have tried to capture the impact of cultural beliefs on utilization by reconsidering measures and 
methods. Instead of prompted endorsements, we relied on spontaneous help-seeking 
recommendations. The latter refers to open-ended questions that are better able to capture people’s 
cultural toolbox. This approach resulted in preference rates that were better aligned with actual 
utilization rates. In sum, we argue that utilization research needs a specific methodological approach 
in order to reveal the role of culture. 
 
1.3 Labeling theory 
 
With this dissertation, we can contribute to the labeling theory in three ways. 
 
First, our results reveal that also informal labeling has an impact on people their help-seeking 
attitudes. Whereas in the labeling theory the emphasis lies on official labeling through treatment. 
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However, it seems that people who fear being labeled by people from their social network, avoid 
talking about those problems with family and friends. This is a crucial problem, since people usually 
enter professional care through the preliminary labeling of ‘unofficial’ labelers such as family and 
friends. This is the core idea of the ‘lay referral system’ of Freidson (1970). The mental health literacy 
of this lay population has risen. This occurred partly due to the e-health movement by which medical 
knowledge has become more available and is no longer limited to the professional scene (Nettleton, 
2004). Therefore, the association between informal labeling by lay people and stigma should receive 
more attention in future research.  
 
Secondly, our findings draw attention to the fact that someone who is or has been in treatment 
suffers from stigma. Our measures of treatment stigma, public stigma and self-stigma indicate that 
the label of being a former mental patient has detrimental consequences. Goffman (1961) already 
acknowledged that an individual’s social position after (institutional) treatment would never be quite 
what it was prior to treatment. He argued that inpatient care could stigmatize individuals and 
prevented their return to society. He considered asylums as ‘total’ institutions with an unfavorable 
status. In addition, Sibicky and Dovidio (1986) showed that people who were labeled as having 
received counseling services were rated less favorably than those who were not treated. Also more 
recent research findings confirmed that being in treatment is particularly associated with stigmatized 
reactions (Reynders et al., 2009). Ben-Porath (2002) indicated that individuals described as seeking 
help for depression were rated as more emotionally unstable, less interesting, and less confident 
than those individuals seeking help for physical problems. Therefore, future research should devote 
more attention to stigma toward people who are or have been in psychiatric treatment instead of 
using only stigma dimensions that refer to people who merely report mental illness symptoms. 
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Thirdly, our findings confirm the assumption that the impact of stigma depends on the source of care 
that is considered (Barney et al., 2006; Yap, Wright & Jorm, 2011). Our results reveal that care 
provided by a psychiatrist seems to be highly associated with self-stigma. Care provided by a general-
care provider appears to be also related to self-stigma, but to a lesser extent. Care provided by a 
non-medical specialist appears not to be linked to self-stigma.  
 
Phillips (1963) was the first to indicate that seeking help from a psychiatrist was more rejected than 
seeking help from a general physician for the same symptoms. The differential impact of self-stigma 
depending on the source of care might be explained by the differential risk of being labeled as 
someone in treatment. Seeking help from a psychiatrist is less ‘anonymous’ than consulting a general 
practitioner. These findings are in line with a study by Verhaeghe and Bruynooghe (2007), which 
indicated that service users who were treated in a psychiatric hospital expected to experience more 
social rejection and stigma expectations compared with those being treated in psychiatric wards of 
general hospitals. In sum, these findings add an important nuance to the labeling theory. We have 
found that stigma through labeling can occur to a different degree and that it depends on the type of 
care.  
 
1.4 Network theory 
 
Network theorists have documented the importance of social relationships that take place outside 
bounded social groups. They underline that people their social characteristics are only good proxies 
for social networks under conditions of network homogeneity (Coleman, 1990). When 
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heterogeneous networks occur, the importance of weak ties is crucial as weak ties are potential 
bridging ties. Through weak ties people get access to more diverse and more unique information 
(Granovetter, 1973; Lin, 2001). Accordingly, we did not only rely on personal characteristics of the 
respondent, but we also took the composition of the social network into account. Our results reveal 
that having access to more resources of the middle class is beneficial for people’s attitudes toward 
professional mental health care. So we stress that people’s personal socio-economic position is not 
too deterministic. There is room for variation by accumulating different types of capital (Cockerham 
et al., 1997; Williams, 1995; Bourdieu, 1986). 
 
The fact that only middle class-resources and not upper-middle class resources seem to be 
significantly related to help-seeking attitudes is in accordance with Bourdieu’s distinction between 
different types of capital (1986). He argued that the space of social positions is organized by two 
crosscutting principles of differentiation, namely economic and cultural capital. The latter term refers 
to non-financial social assets that promote social mobility beyond economic means. Cultural capital 
serves as a toolkit of resources that can be used to construct strategies of action (Swidler, 1986). 
Contemporary medical sociologists have defined the values, behavioral norms, knowledge and 
operational skills that are available to people for acting in favor of their health as cultural health 
capital (Abel, 2008; Shim, 2010). The upper-middle class seems to possess much economic capital but 
fewer cultural assets. The capital of the middle class appears to be preeminently cultural and has the 
biggest impact on help-seeking attitudes, as our empirical study indicated. This nuance adds 
something to the health lifestyle paradigm, which considers both the middle as well as the upper-
middle class as representing the healthiest lifestyles.  
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With regard to empirical research, it is interesting to remember that we did not use the position 
generator as merely an indicator of size of social network. Instead, we focused upon the resources 
available in the network through distinguishing different social classes. The link between health 
lifestyles and social class structure fits Bourdieu’s (1977) idea that dispositions to act are constructed 
through socialization and experience, with class position providing the social conditions for this 
process. The class-oriented nature of the habitus underlines that many forms of health behavior are 
unconsciously transmitted and reproduced.  
 
1.5 Gender theory 
 
Gender norms are absolutely not fixed. For example, over time women have moved into fields and 
jobs that were previously dominated by men. However, men have been much slower to pursue jobs 
in the fields where women were predominantly active. Following the expectations states theory 
(Ridgeway, 1991), we argue that men are not stimulated to endorse female traits, since the latter 
appears to be associated with lower status. Our results confirm that men are recommended less to 
seek professional help. Instead, they are stimulated to cope with the situation on their own, 
honoring their sense of mastery. Also men who express mental illness symptoms seem to be 
stigmatized to a higher degree, in contrast to being in emotional control, which is highly valued 
among men. In general, it seems that male traits still seem to incorporate more symbolic capital than 
female traits. Men who perform behavior that is seen as feminine suffer from enduring stigma.  
 
Translating this to empirical research, it seems interesting to put gender in a relational perspective. 
The same gender or mixed gender settings provide additional information about how gender is being 
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performed in certain situations. The vignette technique that we applied has the advantage that many 
cases of same-gender or cross-gender interaction can be studied. This approach stresses that gender 
norms are not innate characteristics, but are (re)created both by male and female respondents. 
Women for instance also help to maintain masculinity norms by recommending self-care instead of 
professional care to deal with mental health symptoms. An experiment of Loring and Powell (1988) 
regarding a patient-practitioner interaction revealed that female vignette subjects were more likely 
to be diagnosed with depressive disorder by male than by female psychiatrists, indicating that a 
mixed gender setting does lead to different outcomes.  
 
1.6 Contact hypothesis 
 
Our research findings confirm that negative intergroup contact can be a more powerful predictor of 
prejudice than positive contact, because it makes people’s beliefs about out-group members more 
salient during the encounter. Our results reveal that people who encounter a stranger who seems to 
report mental illness symptoms and who arouses emotions of fear appear to report more prejudice, 
even if the encounter occurs only rarely. Also people who personally know someone who has been in 
treatment seem to report more prejudice in case the treatment did not help. This finding is in line 
with the research of Paolini, Harwood, and Rubin (2010) and Barlow et al. (2012). So the potential 
negative side-effect of contact should not be ignored, particularly in the case of people with mental 
illness. In case of the latter group, the risk remains of showing bizarre behavior due to their 
pathology. 
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2 Limitations 
 
In the following paragraphs, we will elaborate on the potential limitations of the empirical studies in 
this dissertation.  
 
2.1 Cross-sectional design 
 
This dissertation studied cross-sectional data. As a consequence, we are unable to make any claims 
about causality. With regard to the study on the conceptualization of mental illness and help-seeking 
attitudes, we can confirm that the medical model is associated with a greater likelihood to 
recommend professional care, but we cannot state that medicalization causes more professional 
help-seeking. We controlled for selection mechanisms that might be at play by taking the familiarity 
with mental health services into account. Considering the latter helped us to rule out the impact of 
people’s (negative) experiences on people’s beliefs. However, the only way to clearly outline the 
causal relationship between medicalization and people’s attitudes is to measure people’s attitudes 
before and after the implementation of a public health campaign promoting the medicalization 
movement. By comparing the attitudes of those who were aware of the campaign with those who 
were not, clearer associations could be revealed.  
 
 Our findings also revealed that the labeling aspect of medicalization is associated with more 
treatment stigma. However, if we want to make clear statements about the package deal, another 
research approach is necessary, particularly since the balance between the impact of treatment (in 
the sense of improving symptoms) and the impact of stigma (in the sense of harming quality of life) 
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might shift as people continue their illness career. Qualitative research among a chronic patient 
population might reveal interesting and nuanced findings regarding this topic.  
 
Another example of a potential selection mechanism that might interfere with our results, is that we 
could not take into account whether people lived in a neighborhood in which a community care 
facility was present or not. A better option to capture the causal link between deinstitutionalization 
and stigma is to compare neighborhoods in which a community care facility has been implemented 
with neighborhoods in which this is not the case. The literature describes that people’s attitudes 
might be positive when community care is a hypothetical scenario. However when people are 
confronted with the implementation of a community care facility in their own neighborhood, their 
attitudes might become more negative due to concerns about personal security and about property 
values (Dear, 1992; Belcher, 1990). This phenomenon is referred to as ‘Not In My BackYard’ (Lauber 
et al., 2004).  
 
2.2 Public opinion research 
 
In this dissertation, help-seeking attitudes of the general public are addressed. In the literature, 
there is a lot of debate regarding whether people’s (positive) beliefs toward help-seeking are 
translated into actual help-seeking behavior (Swindle et al., 2000; Jorm et al., 2000; Hughes, 1998; 
Barter & Renold, 1999; Weiner, 1995; Kraus, 1995). We acknowledge that the link between 
attitudes and behavior might be questionable with regard to people’s personal help-seeking 
behavior. However, in our dissertation, we do not use treatment recommendations as a proxy for 
people’s own help-seeking behavior. If we chose to do so, then we would ask what the respondents 
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themselves would do when being confronted with a similar situation as the vignette person (Yap, 
Wright & Jorm, 2011). 
 
 Instead, we use treatment recommendations as an indicator of the cultural context. Cultural 
conceptions constitute what the lay public thinks about what mental illness is, what causes mental 
illness, how people with mental illness are like and finally, what should be done when a person 
develops symptoms of mental illness. These cultural conceptions somehow become an external 
reality. It is something that individuals must take into account when they make decisions, no matter 
what their personal attitudes and beliefs are (Angermeyer, Matschinger & Schomerus, 2013). In 
terms of the Theory of Reasoned Action of Fishbein and Ajzen (1975), we zoom in on the ‘subjective 
norm’. The subjective norm refers to how other people think the individual should act when dealing 
with a health problem. Moreover, some research studies have indicated that the social norms 
describing other people’s health behavior is significantly correlated with one’s own behavior 
(Borsari & Carey, 2003; Perkins, Haines & Rice, 2005; Weiss & Garbanati, 2006; Rüsch et al., 2013). 
 
Furthermore, we tried to limit the overestimation of people’s help-seeking recommendations by 
using spontaneous suggestions instead of prompted endorsements. Prompted endorsements are 
more susceptible for issues of social desirability, resulting in unrealistically high endorsements 
(Regier et al., 1998). The acceptance of prompted treatment options simply takes less effort than its 
rejection (Gilbert, 1991), particularly when the medical framework is triggered by previous items in 
the questionnaire. Suggestions on the contrary are better aligned with actual utilization rates 
(Pescosolido & Olafsdottir, 2010), as has been shown in the methodology section.  
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With regard to stigmatizing attitudes, social desirability issues are also at play. Henderson et al. 
(2012) indicated that face-to-face interviews generated more socially desirable answers than self-
completing questionnaires. We were aware of this, so we let people answer by means of numbers 
instead of verbal accounts of agreement. Next to this, we tried to limit the impact of social 
desirability by measuring stigma by means of the public stigma scale and by measuring negative 
attitudes toward the mental health care sector by means of open-ended questions. Asking people 
about how most other people would react (public stigma) generates more rejecting responses as has 
been shown by Link and Cullen (1983). If we compared some agreement percentages of personal 
stigma and public stigma in our survey, we also noticed a huge discrepancy between personal 
stigmatizing attitudes and public stigmatizing attitudes. For example, one out of three agreed that 
they would not accept the vignette person as a friend, while 60% agreed that most others would not 
accept the ill person as a friend. Regarding an issue of devaluation, the numbers were even more 
extreme. Only one in ten mentioned that they considered the vignette person as less intelligent, 
while half of them agreed that other people would think less of the level of intelligence of the ill 
person.  
 
2.3 Vignettetechnique 
 
On the one hand, the vignette technique can be criticized for being too stringent in depicting mental 
disorders. The descriptions are based on the symptom profiles of the DSM-IV. However, episodes of a 
certain mental disorder differ in onset, course, duration and severity. For instance, no two major 
depressions have exactly the same symptom profile. Some aspects are shared, other aspects are 
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differentiated. Ross and Mirowsky (2002) criticize the fact that phenomena that are continuous in 
nature are being reduced to dichotomous diagnostic categories.  
 
Furthermore, our findings cannot be extrapolated to other mental disorders. For instance, it is 
possible that biogenetic explanations are associated with less stigmatizing attitudes when substance 
abuse is the object of study (Angermeyer et al., 2011). People who suffer from substance abuse are 
held more responsible for their condition compared to substance-unrelated mental disorders 
(Schomerus et al., 2011). In addition, studying substance abuse might also reveal other findings with 
regard to the gendered hypothesis. Rosenfield (1982) suggested that men experience less stigma 
when suffering from externalizing mental disorders, as the latter are more in line with stereotypical 
masculine behavior. Substance abuse is seen as the gender equivalent of depression (Aneshensel, 
Rutter & Lachenbruch, 1991). So it can be that men who suffer from alcoholism provoke less severe 
reactions.  
 
On the other hand, the vignette technique can be criticized for having a questionable link with actual 
behavior due to the hypothetical context of the vignette. Social network theorists suggest that core 
networks and more peripheral networks may have divergent responses when someone reports 
symptoms of mental illness. Yet the strength of the tie between the respondent and the vignette 
person is not expressed.  
 
As concerns labeling, people seem to be more willing to interpret symptoms within a psychiatric 
framework when the behavior is performed by a more distant relative in comparison to when their 
spouse is reporting similar symptoms (Horwitz, 1982; Clausen & Yarrow, 1955). Families are less 
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likely to acknowledge the occurrence of a mental disorder, as they often deny and normalize 
symptoms in their effort to manage difficult behavior (Link, Mirotznik & Cullen, 1991). Yet once the 
illness is identified, close ties are more likely to increase involvement rather than ending the 
relationship (Perry, 2011; Perry & Pescosolido,2012). Because norms of kinship and close friendship 
override the impact of stigma, stigma might have less impact on close ties (Couture & Penn, 2003; 
Link et al., 1989; Perry, 2011). On the contrary, weaker relationships may be more susceptible to 
stigma, since those relationships lack the sense of obligation, reciprocity, and shared history that 
helps to preserve social bonds when relationships are strained (Wellman, 2000). Peripheral network 
members may be more likely to increase social distance between themselves and the person with 
mental illness.  
 
Finally, we argue that the mode and form of the vignette presentation might influence respondents’ 
judgments. For future research regarding the theme of mental illness, we suggest that video 
vignettes might also be a good option (Atzmüller & Steiner, 2010). A video vignette appears to be 
more in accordance with real life situations in which you encounter people with mental illness. In 
addition, non-verbal communication in a video vignette may be less biased by how people interpret 
certain concepts that are mentioned in the text vignette.  
2.4 Conceptualization of help-seeking 
 
Our measures of help-seeking are limited in the sense that they do not capture the whole help-
seeking process. Help-seeking does not refer to one type of care-practitioner nor to one moment in 
time. These ideas are elaborated upon in the following paragraphs. 
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First of all, people generally do not make a single choice. Instead, they continue to ask advice and 
seek help from a wide variety of lay and professional care-providers. These potential combinations of 
help-seeking strategies are not addressed in this dissertation. Future research should focus upon 
analytic techniques that allow researchers to compare the different strategies that people employ. 
Some people prefer one type of care-provider over another, while others endorse several types of 
care-provider. One way to do this is to use clustering techniques. Another way to do it is to use 
multinomial logistic regression, comparing the reliance on none or both or one out of two treatment 
options. Both approaches refer to the technique of ‘cultural mapping’ (Gieryn, 1999; Dimaggio 1997), 
drawing from recent innovations in sociology of culture. Linking determinants with combinations of 
help-seeking options might reveal a more nuanced cultural scheme than studying the simple 
endorsement of different treatment options (Olafsdottir & Pescosolido, 2009). This technique refers 
to outlining the conditions based on which people discriminate between different care options or 
‘cultural maps’.  
 
Secondly, the complete illness career deserves more attention in future research, rather than 
focusing on a one-time decision to seek help. Help-seeking consists of different sequences or 
episodes that create patterns or pathways of care. Inspiration can be sought in the life course 
approach in sociology (Pavalko, 1997) and the illness career conceptualizations (Zola, 1973, Davis, 
1963, Roth, 1963). Not only the entry into the treatment sector is important- as we discussed in this 
dissertation-but also the adherence to treatment should be focus of attention, since research 
showed that one out of three who enter professional treatment do not adhere till the end (Sirey et 
al., 2001). Next to this, the likelihood of following through with aftercare in the community after 
being institutionalized is quite low (Boyer & Mechanic, 1994).  
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3 Policy implications 
 
Last but not least, we highlight a range of policy implications, based on the results of this 
dissertation. In a first step, we question how stigma can be tackled. Second, we outline some risk 
groups and in a final step, we zoom in on the implications of our findings for the mental health care 
sector.  
 
3.1 Tackling stigma 
 
Contact and education have been suggested as powerful strategies to tackle stigma (Rüsch, 
Angermeyer & Corrigan, 2005). However, our research findings indicate that both have side-effects.  
 
3.1.1 Impact of contact 
 
The deinstitutionalization movement has been implemented to facilitate the social reintegration of 
people with mental illness by reducing social distance (Novella, 2008). Community-based care does 
not only take place in the community, but also by the community (Bhugra, 1989; Thornicroft & 
Bebbington, 1989; Pescosolido & Kronenfeld, 1995). The question is whether this aim has been 
realized. Are people, living in countries where community care has (partly) replaced institutionalized 
care, more tolerant toward people with mental illness? The research of Kurihara et al. (2000) 
indicated that more tolerant attitudes appeared in countries where community care has been more 
strongly established than in countries that are still relying on hospital care. However, the research of 
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Schomerus et al. (2006) and Rössler, Salize and Voges (1995) did not find significant differences in 
stigmatizing attitudes between regions with a different stage of deinstitutionalization.  
 
Based on our findings we argue that the inconsistent findings –referred to as the contact paradox- 
depend on the way community care has been implemented. It often occurs that people with 
mental illness living in the community, live in sheltered environments with limited social contacts 
(Fakhoury & Priebe, 2007). Then trans-institutionalization is a better description than 
deinstitutionalization(Kelly & McKenna, 2004). Another scenario is that the decline in institutional 
care is not complemented by the establishment of sufficient alternative community mental health 
care facilities. In that case, deinstitutionalization rather refers to de-hospitalization (Bitter et al., 
2009). As a result, people with mental illness might end up without treatment or even homeless or 
imprisoned (Eikelmann, 2000; Lamb & Bachrach, 2001). And prejudice might be triggered by, arising 
emotions of fear when meeting someone who seems to deal with mental illness in public, such as a 
homeless person. Also, encountering people who have not been helped by treatment seems to 
trigger stigmatizing attitudes.  
 
Therefore, we conclude that the deinstitutionalization process in Belgium must be further 
implemented with caution. Enough guidance is needed to facilitate that people really reintegrate in 
society. And next to this, intensive hospital care for people with severe and complex disorders should 
be guaranteed (Van Hecke et al., 2011; Fitzgerald, 2010; Trieman & Leff, 2002). Furthermore, in order 
to avoid that people slip through the net and end up without treatment (Bitter et al., 2009; Lamb & 
Bachrach, 2001), the mental health care sector should put a lot of effort in making clear agreements 
between the different partners who are involved in the care of the person with mental illness. 
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Finally, after-care and eventually coerced care, for those who are again in need of professional care, 
but do not want to be cared for, is a shared responsibility of all mental health care organizations.  
 
3.1.2 Impact of mental health literacy 
 
When using education as a strategy to tackle stigma, improving mental health literacy is aimed at 
(Jorm, 2000). However, the results regarding the association between a medical conceptualization of 
mental illness and stigma were inconsistent. A recent meta-study indicated that biogenetic 
explanations for mental health problems reduced blame, but strengthened perceptions of 
dangerousness and induced prognostic pessimism (Kvaale, Gottdiener & Haslam, 2013). Our study 
did not reveal a significant association between causal attributions and stigma. Consequently, public 
health campaigns with the ‘mental illness is an illness like any other’-message seem to lack the power 
to tackle stigma. Moreover, a review study of anti-stigma programs in 14 European countries showed 
that the effects of those campaigns were generally sporadic, small and short-lasting (Beldie et al., 
2012).  
 
Also for specific subgroups, the strategy of promoting a medical conceptualization of mental illness is 
not without side-effects. Family members, for instance, may be relieved from blame by the shift of 
attributing mental illness to biology instead of to bad parenting (Meiser et al., 2005). Yet the idea 
that family members transmit bad genes can also increase the public’s desire for distance from family 
members of the ill person (Phelan, 2005). Furthermore, the ill people themselves may become more 
pessimistic about change due to biogenetic explanations (Lam & Salkovskis, 2007) and this might 
trigger more negative implicit attitudes toward the Self (Rüsch et al., 2010). Finally, you would expect 
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that professionals’ sophisticated knowledge of the neurobiology of mental disorders would reduce 
their stigmatizing attitudes. Yet professionals do not report lower levels of stigmatization compared 
to the lay public (Jorm et al., 1999). 
 
Next to the link between the medical model of mental illness and stigma, we want to emphasize that 
other current constructs of mental illness are also not relieved from stigma. For instance, in Asian 
countries they currently adhere to psychosocial factors, but stigma or ‘face loss’ is a severe problem 
over there too. The onset of mental illness brings shame to the whole family (Lauber & Rössler, 
2007). So culture-specific effects also play a role. If we consider the shift of conceptualizations of 
mental illness over time, we also notice that other constructs of mental illness were not relieved 
from stigma. Comte (1855 in: Pasternak, 1981) argued that the interpretation of mental illness has 
evolved from the religious model toward the scientific model, and Weber (1958; in Pasternak, 1981) 
stressed that the former superstitious forms of prejudice have been replaced by newer forms based 
on economic considerations. Accordingly, some authors argue that stigma has evolutionary roots 
(Kurzban& Leary, 2001).  
 
We conclude that biogenetic explanations are not a primary determinant of stigma. We encourage 
future research to identify factors that are more strongly predictive of stigmatizing attitudes.  
 
3.1.3 How can stigma be tackled? 
 
Based on our findings on the association between self-stigma and help-seeking attitudes, we argue 
that the most powerful destigmatizing message could come from the mental health service users 
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themselves. Their empowerment can show people that individuals who have been in treatment are 
not merely service users, but that they are also mothers, employees, husbands, neighbors, 
volunteers,… If people show their other social roles, beside the sick role, we imagine that feelings of 
self-stigma would diminish. Broadening the self-concept beyond the illness by identifying and 
emphasizing personal strengths and positive qualities is a way to reinforce the inaccuracy of the 
stereotypes attached to people in treatment. Therefore, secrecy as a coping strategy should be 
tackled. We already noticed that famous Belgians who reported their history of mental health service 
use (such as the TV and radio presenter Otto Jan Ham) paved the way for more open discussion 
about the theme. We need more testimonials of people who have been helped by treatment and 
who were able to return to their societal roles in order to break the vicious circle of secrecy which 
maintains the existence of stereotypes due to a lack of counter-information.  
 
Regarding the association between contact and stigma, we argue that not only face-to-face contact 
plays a role, but also contact through the media. Schiappa, Gregg and Hewes (2005) proposed the 
Parasocial Contact Hypothesis, analogue to Allport's (1954) Contact Hypothesis. Television and 
movies give the illusion of face-to-face relationships and are cognitively processed in a matter similar 
to interpersonal interactions. As a consequence, they may also carry the potential to shape change or 
to reinforce stereotypes about people with mental illness. Therefore, we stress that the way people 
with mental illness are being portrayed in the media has a huge impact on stigmatizing attitudes, 
particularly since not everyone has personal contact with someone who suffers from mental illness. 
Sensational messages regarding violent events may have helped creating the misperception of the 
actual risk of violence (Wahl, 1997). These messages are highly emotion-arousing and are way more 
powerful than didactic messages regarding the onset of mental illness. For that reason, we 
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recommend that non-fiction reports as well as fiction series should address the theme of mental 
illness more consciously. The way suicide is being addressed in the media nowadays is a good 
example. The media addresses this theme with more caution and always mentions the number of a 
telephone help line. Yet it is necessary that this approach is extended to mental illness in general. 
Sensational messages regarding someone with mental illness who committed a crime still reach a big 
audience. The frequency and intensity of negatively stereotyped images about people with mental 
illness in the media should be reduced.  
 
3.2 Particular risk groups  
 
Based on our findings, we deduce two specific risk groups of people who experience attitudinal 
barriers toward help-seeking for mental illness. People from the lower social strata who are 
embedded in a homogeneous network constitute a risk group, next to men.  
 
3.2.1 People from the lower social strata embedded in homogenous networks  
 
Considering the composition of the social network in one of our studies has the advantage that a 
specific risk group can be identified. Lower educated people with a homogenous network should be 
targeted, as this vulnerable group seems to experience attitudinal barriers toward accessing 
specialist mental health care. Since (mental) health awareness in general is not high among this 
subgroup and prevention campaigns do not easily reach them, interventions targeting health 
empowerment should  for example take place at work.  We question why initiatives at work such as 
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serving healthy food in the cafeteria,  access to fitness clubs, or life coaching and stress management 
courses are reserved (almost exclusively) for employees in higher end jobs. Those initiatives are 
particularly needed among the groups who do not address similar health issues on their own 
initiative. Unemployed people should be reached by a better collaboration between public 
employment services and social services. 
 
3.2.2 Men  
 
Men are an important risk group, particularly since suicide rates among men are very high (Reynders 
et al., 2009). Our results indicate that men are less likely to be recommended to seek professional 
care. Even within the mental health care sector, men are addressed differently than women. 
Research has shown that the gender of the patient influences the amount and type of treatment 
independently of objective symptoms (Loring & Powell, 1988). Clinicians were less likely to identify 
the presence of depression in men (Potss, Burnam & Wells, 1991), resulting in fewer drug 
prescriptions (Weyerer & Dilling, 1991; Van der Waahls, Mohrs & Foets, 1993; Morabia, Fabre & 
Dunand, 1992). We argue that the mental health care sector should be more aware of this gender 
bias. Furthermore, as talking might not be the best option for men (Ross & Mirowsky, 1989), the 
mental health care sector should offer alternative treatment options for men that are more in 
accordance with masculine norms. Life coaching workshops are a possible example of a more pro-
active approach.  
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3.3 Implications for the mental health care sector 
 
When describing the implications for the mental health care sector, we distinguish between different 
types of care-providers along the lines of general versus specialist care and medical versus non-
medical care. Last but not least, tackling self-stigma is posited as a crucial intervention in order to 
lower the barrier toward help-seeking and promote treatment adherence. 
 
3.3.1 General practitioner 
 
Based on the fact that many lay people recommend to consult a general practitioner to deal with 
mental disorders, and that seeking help from a general practitioner is less stigmatized than help from 
a medical specialist, we argue that general practitioners should occupy a more central position in the 
help-seeking process. This idea is in accordance with the principle of stepped care (Thornicroft & 
Tansella, 2004; Dezetter et al., 2013). Mental health problems that can be treated by primary care, 
should be treated by a primary care practitioner. To accomplish this, general practitioners need to be 
supported and guided to deal with mental health complaints. 
 
Since Belgium does not have the gatekeeper-system, general practitioners should be encouraged to 
screen proactively for mental health symptoms. A possible way to do this is to complement the fee-
for-service system partly with a fixed salary. Otherwise, general practitioners will be less eager to 
pursue time consuming visits of patients (Boerma & Verhaak, 1999; Astin et al., 2006). In addition, 
further guidance is needed so that general practitioners do not only prescribe medication. General 
practitioners seem to be partly responsible for medication-only treatment (Anthierens et al., 2007). A 
 202 
promising initiative regarding the treatment of mental health problems in primary care is the first 
line psychologist who is linked to a group practice and who can offer psychotherapy sessions (Van 
Audenhove & Scheerder, 2010).   
 
3.3.2 Psychiatrist 
 
To strengthen the use of medical specialist care, we believe that more funding is needed for scientific 
research that is addressing evidence-based medicine. The sector suffers from an image of ‘soft’ 
science (Schulze, 2007). In our opinion, when effectiveness of treatment is proven, the attitude of 
people toward the professional mental health care sector will improve too. As a consequence, the 
barrier toward seeking professional care will be lowered. Yet this goal can only be reached with 
additional funding, and herein lies the underlying problem of the situation. Psychiatry clearly suffers 
from a structural stigma (Corrigan et al., 2003). From the 10.2% of the gross domestic product that is 
spent on health care, only 6.2% goes to mental health care (Hermans et al., 2012). Furthermore, 
compared with investments in research into cancer or cardiovascular disease, fewer resources are 
obtained for psychiatric research (Rusch, Angermeyer & Corrigan, 2005; Sobocki et al., 2006).  
 
3.3.3 Psychologist 
 
Due to the fact that psychotherapy provided by non-medical practitioners seems to be less 
stigmatized, we argue that the acknowledgment of psychotherapy is a step forward (the legal criteria 
have been recently recognized by the government). Such quality indicators will help to get hold of 
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the scattered landscape of non-medical mental health specialists and will probably lower the barrier 
to mental health care. This might also pave the way for the extension of reimbursement of 
psychotherapy sessions (nowadays limited to children and young adults younger than 25 depending 
on the private health insurance company). Moreover, other research indicates that in countries 
where psychotherapy plays a more crucial role in the provision of mental health care, there seems to 
be less taboo surrounding mental health care (Reynders et al., 2009) and lower suicide rates are 
reported (Van Deurzen, 2010).  
 
3.3.4 Tackling self-stigma 
 
Personal negative attitudes toward seeking professional help seem a much stronger hindrance to 
help-seeking than worries about how other people might react. Whereas public stigma is based on 
societal factors that can be difficult to change, interventions at the individual level could be 
developed in order to interrupt the process of self-stigma (Vogel et al., 2013). Individuals who 
experience self-stigma not only suffer from more negative attitudes toward psychological treatment, 
but also report lower treatment compliance (Fung et al., 2007; Wade et al., 2011; Zartaloudi & 
Madianos,2010).  
 
This could be done by developing interventions that can be applied in clinical settings or by the 
individuals themselves (for example through online self-help materials) in order to address disclosure 
and identity. The Coming Out Proud program has been developed, based on the coming out 
movement of the gay, lesbian, bisexual, transgender and questioning (GLBTQ) community. The 
program encompasses weighing the costs and benefits of disclosure in deciding whether to come 
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out, considering different strategies for coming out, and obtaining peer support through the 
disclosure process. The aim of the peer support is threefold. Peer support encourages those who are 
just coming out. Secondly, peer support fosters a sense of community through shared experiences. 
Finally, group pride is further promoted (Corrigan et al., 2013). Research has shown that public 
disclosure may promote empowerment and feelings of self-esteem (Corrigan et al., 2010).  
 
 
 
 
 
 
  
 205 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 206 
 
 
 
 
 
 
 
 
 
Part IV.  
 
REFERENCE LIST 
 
 
 
 
 
 
 
 
 
 
 
 207 
 
  
 208 
 AAPOR [http://www.aapor.org/Response_Rates_An_Overview1.htm] 
Abel, T., Walter, E., Niemann, S., & Weitkunat, R. (1999). The Berne-Munich Lifestyle Panel. 
Sozial-und Präventivmedizin, 44, 91. 
Abel, T., & Frohlich, K. L. (2012). Capitals and capabilities: Linking structure and agency to 
reduce health inequalities. Social Science & Medicine, 74, 236. 
Addis, M. E. & Mahalik, J. R. (2003). Men, masculinity, and the contexts of help 
seeking. American Psychologist, 58, 5. 
Addison, S. J. & Thorpe, S. J. (2004). Factors involved in the formation of attitudes towards 
those who are mentally ill. Social Psychiatry and Psychiatric Epidemiology, 39, 228. 
Ajzen, I. (1991). The theory of planned behavior. Organizational Behavior and Human 
Decision Processes, 50, 179. 
Albee, G. W. & Joffe, J. M. (2004). Mental illness is not “an illness like any other”. The Journal 
of Primary Prevention, 24, 419.  
Alexander, L. A. & Link, B. G. (2003). The impact of contact on stigmatizing attitudes toward 
people with mental illness. Journal of Mental Health, 12, 271. 
Allport, G. W. (1954). The Nature of Prejudice. Reading. M.A: Addison-Wesley. 
Alonso, J., Angermeyer, M. C., Bernert, S., Bruffaerts, R., Brugha, T. S., Bryson, H., ... & 
Vollebergh, W. A. M. (2003). Use of mental health services in Europe: results from the European 
Study of the Epidemiology of Mental Disorders (ESEMeD) project. Acta Psychiatrica 
Scandinavica, 109, 47. 
Alonso, J., Codony, M., Kovess V., et al. (2007). Population level of unmet need for mental 
healthcare in Europe. The British journal of Psychiatry, 190, 299.  
 209 
Andersen, R. M. (1995). Revisiting the behavioral model and access to medical care: does it 
matter? Journal of Health and Social Behavior, 36, 1. 
Aneshensel, C. S., Rutter, C. M., & Lachenbruch, P. A. (1991). Social structure, stress, and 
mental health: Competing conceptual and analytic models. American sociological review, 166-
178.  
Angermeyer, M. C., Held, T. & Görtler, D. (1993). Pro and contra: psychotherapy and 
psychopharmacotherapy attitude of the public. Psychotherapie Psychosomatik Medizinische 
Psychologie, 43, 286. 
Angermeyer, M. C. & Matschinger, H. (1996). The effect of personal experience with mental 
illness on the attitude towards individuals suffering from mental disorders. Social Psychiatry and 
Psychiatric Epidemiology, 31, 321. 
Angermeyer, M. C. & Matschinger, H. (1997). Social distance towards the mentally ill: results 
of representative surveys in the Federal Republic of Germany. Psychological Medicine, 27, 131. 
Angermeyer, M. C., Matschinger, H. & Riedel-Heller, S. G. (1999). Whom to ask for help in 
case of a mental disorder? Preferences of the lay public. Social Psychiatry and Psychiatric 
Epidemiology, 34, 202. 
Angermeyer, M. C., Matschinger, H., Riedel-Heller, S. G. (2001). What to do about mental 
disorder – help-seeking recommendations of the lay public. Acta Psychiatrica Scandinavica, 103, 
220. 
Angermeyer, M. C., Breier, P., Dietrich, S., Kenzine, D., & Matschinger, H. (2005). Public 
attitudes toward psychiatric treatment. Social Psychiatry and Psychiatric Epidemiology,40, 855. 
 210 
Angermeyer, M. C. & Matschinger, H. (2005). Causal beliefs and attitudes to people with 
schizophrenia. Trend analysis based on data from two population surveys in Germany. The British 
Journal of Psychiatry, 186, 331. 
Angermeyer, M. C., Holzinger, A. & Matschinger, H. (2009). Mental health literacy and 
attitude towards people with mental illness: A trend analysis based on population surveys in the 
eastern part of Germany. European Psychiatry, 24, 225. 
Annandale, E., & Clark, J. (1996). What is gender? Feminist theory and the sociology of 
human reproduction. Sociology of Health & Illness, 18, 17. 
Anthierens, S., Habraken, H., Petrovic, M., & Christiaens, T. (2007). The lesser evil? Initiating a 
benzodiazepine prescription in general practice: a qualitative study on GPs' 
perspectives. Scandinavian Journal of Primary Health Care, 25, 214. 
Anthierens, S., Pasteels, I., Habraken, H., Steinberg, P., Declercq, T., & Christiaens, T. (2010). 
Barriers to nonpharmacologic treatments for stress, anxiety, and insomnia Family physicians’ 
attitudes toward benzodiazepine prescribing. Canadian Family Physician, 56, e398. 
Arkar, H. & Eker, D. (1992). Influence of having a hospitalized mentally ill member in the 
family on attitudes toward mental patients in Turkey. Social Psychiatry and Psychiatric 
Epidemiology, 27, 151. 
Astin, J. A., Soeken, K., Sierpina, V. S., & Clarridge, B. R. (2006). Barriers to the integration of 
psychosocial factors in medicine: results of a national survey of physicians. The Journal of the 
American Board of Family Medicine,19, 557. 
Atzmüller, C., & Steiner, P. M. (2010). Experimental vignette studies in survey 
research. Methodology: European Journal of Research Methods for the Behavioral and Social 
Sciences, 6(3), 128-138. 
 211 
Bakan, D. (1966). The duality of human existence: An essay on psychology and religion. 
Chicago: Rand McNally. 
Barney, L. J., Griffiths, K. M., Jorm, A. F., et al. (2006). Stigma about depression and its impact 
on help-seeking intentions. Australian and New Zealand Journal of Psychiatry, 40, 51. 
Barter, C., & Renold, E. (1999). The use of vignettes in qualitative research. Social Research 
Update, 25, 1. 
Bayne-Smith, M. E. (1996). Race, gender, and health. Sage Publications, Inc. 
Becker, H. (1963). Outsiders: Studies in the Sociology of Deviance. New York: Free Press. 
Belcher, J. R. (1990). Strategies for overcoming barriers to community-based housing for the 
chronically mentally ill. Community Mental Health Journal, 26, 319. 
Belgian Health Care knowledge Centre (2010). Organization of mental health care for persons 
with severe and persistent mental illness. What is the evidence? (Rep. No. KCE Reports 144). 
Ben-Porath, D. D. (2002). Stigmatization of individuals who receive psychotherapy: An 
interaction between help-seeking behavior and the presence of depression. Journal of Social and 
Clinical Psychology, 21, 400. 
Berger, J. M., Levant, R., McMillan, K. K., Kelleher, W., & Sellers, A. (2005). Impact of Gender 
Role Conflict, Traditional Masculinity Ideology, Alexithymia, and Age on Men's Attitudes Toward 
Psychological Help Seeking. Psychology of Men & Masculinity, 6, 73. 
Berger, P., & Luckmann, T. (1966). The social construction of reality. New York: Doubleday & 
Company, Inc. 
Berger, P., & Luckmann, T. (1966). The social construction of knowledge: A treatise in the 
sociology of knowledge. 
 212 
Berghman, J., Debels, A., Vandenplas, H., Verleden, F., Mutsaerts, A., Peeters, H. & 
Verpoorten, R. (2010). Belgische pensioenatlas 2010. Onderzoeksgroep pensioenbeleid. Centrum 
voor sociologisch onderzoek KU Leuven.  
Berkman, L. F., & Glass, T. (2000). Social integration, social networks, and health. In: 
Berkman, L.F. & Kawachi, I. (eds.) Social Epidemiology. New York: Oxford 
University Press. 
Biddle, L., Gunnell, D., Sharp, D., & Donovan, J. L. (2004). Factors influencing help seeking in 
mentally distressed young adults: a cross-sectional survey. The British Journal of General Practice, 
54, 248. 
Bijl, R. V. & Ravelli, A. (2000). Psychiatric morbidity, service use, and need for care in the 
general population: results of the Netherlands Mental Health Survey and Incidence Study. 
American Journal of Public Health, 90, 602.  
Birkel, R. C. & Reppucci, N. D. (1983). Social networks, information-seeking and the utilization 
of services. American Journal of Community Psychology, 11, 185. 
Bitter, D., Entenfellner, A., Matschnig, T., Frottier, P. & Fruhwald, S. (2009). At home in a 
home? Did de-hospitalization mean de-institutionalisation? Psychiatric Praxis, 36 (6), 261.  
Blaxter, M. (1990). Health and Lifestyles. London: Routledge. 
Blazina, C., & Watkins Jr, C. E. (1996). Masculine gender role conflict: Effects on college men's 
psychological well-being, chemical substance usage, and attitudes towards help-seeking. Journal 
of Counseling Psychology, 43, 461. 
Blossfeld,  H.P. & Hakim, C. (1997). Introduction:  A  Comparative  Perspective on  Part-Time  
Work. In: Blossfeld, H.P. & Hakim, C. (eds.) Between  Equalization  and  Marginalization:  Women 
 213 
Working  Part-Time  in  Europe  and  the  United States  of  America. Oxford  University  Press, 1-
21. 
Blumer, H. (1958). Race prejudice as a sense of group position. The Pacific Sociological 
Review, 1, 3. 
Blumer, H. (1969). Symbolic interactionism: Perspective and method. University of California 
Press.  
Boerma, W. G., & Verhaak, P. F. (1999). The general practitioner as the first contacted health 
professional by patients with psychosocial problems: a European study. Psychological Medicine, 
29, 689. 
Boffin, N., Bossuyt, N., Declercq, T., Vanthomme, K., & Van Casteren, V. (2012). Incidence, 
patient characteristics and treatment initiated for GP-diagnosed depression in general practice: 
results of a 1-year nationwide surveillance study. Family Practice, 29, 678. 
Boffin, N., Bossuyt, N., Vanthomme, K., Van Audenhove, C., & Van Casteren, V. (2012). Short-
term follow-up of patients diagnosed by their GP with mild depression or first-time moderate 
depression. Results of a 1-year nationwide surveillance study. Family Practice, 29, 688. 
Bohan , J.S. (1993). Regarding gender. Psychology of Women Quarterly, 17, 5. 
Borowsky, S. J., Rubenstein, L. V., Meredith, L. S., Camp, P., Jackson‐Triche, M., & Wells, K. B. 
(2000). Who is at risk of nondetection of mental health problems in primary care?. Journal of 
General Internal Medicine, 15, 38. 
Borsari, B., & Carey, K. B. (2003). Descriptive and injunctive norms in college drinking: A 
meta-analytic integration. Journal of Studies on Alcohol, 64, 331. 
Bourdieu, P. (1977). Outline of a theory of practice. Cambridge: Cambridge Univ. Press. 
 214 
Bourdieu, P. (1984). Distinction: A Social Critique of the Judgement of Taste. London: 
Routledge.  
Bracke, P. F., Colman, E., Symoens, S. A. A., et al. (2010). Divorce, divorce rates, and 
professional care seeking for mental health problems in Europe: a cross-sectional population-
based study. BMC Public Health, 10, 224. 
Breier, A. & Strauss, A. (1984). The role of social relationships in recovery from psychotic 
disorders. American Journal of Psychiatry, 141, 949.  
Brockington, I. F., Hall, P., Levings, J., & Murphy, C. (1993). The community's tolerance of the 
mentally ill. British journal of psychiatry, 162, 93. 
Brohan, E., Slade, M., Clement, S., et al. (2010). Experience of mental illness stigma, prejudice 
and discrimination: a review of measures. BMC Health Services research, 10, 80. 
Bruffaerts, R., Bonnewyn, A., Van Oyen, H., Demarest, S., & Demyttenaere, K. (2004). 
Prevalentie van mentale stoornissen in de Belgische bevolking. Resultaten van de European Study 
on Epidemiology of Mental Disorders (ESEMeD). Tijdschr voor Geneeskunde, 60, 75. 
Bruffaerts, R., Bonnewyn, A. & Demyttenaere, K. (2007). Delays in seeking treatment for 
mental disorders in the Belgian general population. Social Psychiatry and Psychiatric 
Epidemiology, 42, 937. 
Brunton, K. (1997). Stigma. Journal of advanced nursing, 26, 891.. 
Callaghan, P., Chan C. S, Yu, L. S., Ching, L. W., & Kwan, T. L. (1997). Attitudes towards mental 
illness: testing the contact hypothesis among Chinese student nurses in Hong Kong. Journal of 
Advanced Nursing, 26, 33. 
Chandra, A., & Minkovitz, C. S. (2006). Stigma starts early: gender differences in teen 
willingness to use mental health services. Journal of Adolescent Health, 38, 754.e1.  
 215 
Christakis, N. A., & Fowler, J. H. (2007). The spread of obesity in a large social network over 
32 years. New England Journal of Medicine, 357, 370. 
Christakis, N. A., & Fowler, J. H. (2008). The collective dynamics of smoking in a large social 
network. New England Journal of Medicine, 358, 2249. 
Christiaens, W., & van Teijlingen, E. (2009). Four meanings of medicalization: childbirth as a 
case study. Salute e Società. [DOI:10.3280/SES2009-EN2009]         
Chodoff, P. (2002). The medicalization of the human condition. Psychiatric Services, 53, 627. 
Chodorow, N. (1978). The Reproduction of Mothering: Psychoanalysis and the Sociology of 
Gender. Los Angeles: University of California Press. 
Clausen, J. A., & Yarrow, M. R. (1955). Paths to the mental hospital. Journal of Social Issues, 
11(4), 25-32. 
Cockerham, W. C., Rütten, A. & Abel, T. (1997). Conceptualizing contemporary health 
lifestyles.  Sociological Quarterly, 38, 321. 
Cockerham, W. C. (2000). Health lifestyles in Russia. Social Science & Medicine, 51, 1313. 
Cockerham, W. C. (2005). Health lifestyle theory and the convergence of agency and 
structure. Journal of Health and Social Behavior, 46, 51. 
Cohen, J. & Struening, E. L. (1962). Opinions about mental illness in the personnel of two 
large mental hospitals. The Journal of Abnormal and Cocial Psychology, 64, 349. 
Cole, M. G. & Yaffe, M. J. (1998). Pathway to psychiatric care of the elderly with depression. 
International Journal of Geriatric Psychiatry, 11, 157. 
Colman, E. (2013; in press). Doctoraal proefschrift: Contacten met professionele 
hulpverleners omwille van sociale of emotionele problemen: de rol van de partnerrelatie. 
Universiteit Gent.  
 216 
Connell, R. W. (1995). Masculinities. Berkeley, CA: University of California Press. 
Conrad, P. & Schneider, J. W. (1980). Deviance and Medicalization: from badness to sickness. 
Philadelphia: Temple University Press. 
Conrad, P. (1992). Medicalization and social control. Annual Review of Sociology, 18, 209. 
Conrad, P., & Potter, D. (2000). From hyperactive children to ADHD adults: Observations on 
the expansion on medical categories. Soc. Probs., 47, 559. 
Conrad, P., & Leiter, V. (2004). Medicalization, markets and consumers. Journal of Health and 
Social Behavior, 45, 158. 
Conrad, P. (2005). The shifting engines of medicalization. Journal of Health and Social 
Behavior, 46(1), 3-14. 
Conrad, P. (2007). The medicalization of society: on the transformation of human conditions 
into medical disorders. Baltimore: Johns Hopkins UP. 
Cooper, A. E., Corrigan, P. W. & Watson, A. C. (2003). Mental illness stigma and care seeking. 
The Journal of Nervous and Mental Disease, 191, 339. 
Cooperstock, R., & Lennard, H. L. (1979). Some social meanings of tranquilizer use. Sociology 
of Health & Illness, 1, 331. 
Cooley, C. H. (1902). The looking-glass self. O’Brien, 126-128. 
Corker, E. (2001). Stigma and discrimination: the silent disease. International Journal of 
Clinical Practice, 55, 138. 
Cornwall, A., Lindisfarne, N. (1994). Dislocating Masculinities. London: Routledge. 
Corrigan, P. W. & Penn, D. L. (1999). Lessons from social psychology on discrediting 
psychiatric stigma. The American Psychologist, 54, 765. 
 217 
Corrigan, P. W. (2000). Mental health stigma as social attribution: Implications for research 
methods and attitude change. Clinical Psychology: Science and Practice, 7, 48. 
Corrigan, P. W., Edwards, A. B., Green, A., Diwan, S. L., & Penn, D. L. (2001). Prejudice, social 
distance, and familiarity with mental illness. Schizophrenia Bulletin, 27, 219. 
Corrigan, P. W., River, P. R., Lundin, R. K., Penn, D. L., Uphoff-Wasowski, K. U., Campion, J. et 
al. (2001). Three strategies for changing attributions about severe mental illness. Schizophrenia 
Bulletin, 27, 187. 
Corrigan, P. W., Green, A., Lundin, R. K., Kubiak, M., & Penn, D. L. (2001). Familiarity with and 
social distance from people who have serious mental illness. Psychiatric Services, 52, 953.  
Corrigan, P. W. (2002). Empowerment and serious mental illness: treatment partnerships and 
community opportunities. Psychiatric Quarterly, 73, 217. 
Corrigan, P. W. & Rüsch, N. (2002). Mental illness stereotypes and clinical care: Do people 
avoid treatment because of stigma? Psychiatric Rehabilitation Skills, 6, 312. 
Corrigan, P. W. & Watson, A. C. (2002). The paradox of self-stigma and mental illness. Clinical 
Psychology: Science and Practice, 9, 35 . 
Corrigan, P. (2003). Beat the stigma: come out of the closet. Psychiatric Services, 54, 1313. 
Corrigan, P., Markowitz., F. E., Watson, A., Rowan, D., & Kubiak, M. A. (2003). An attribution 
model of public discrimination towards persons with mental illness. Journal of Health and Social 
Behavior, 44, 162. 
Corrigan, P., & Matthews, A. (2003). Stigma and disclosure: Implications for coming out of the 
closet. Journal of Mental Health, 12, 235. 
Corrigan, P. W. (2004). How stigma interferes with mental health care. American 
Psychologist, 59, 614.  
 218 
Corrigan, P. W., Lurie, B. D., Goldman, H. H., Slopen, N., Medasani, K., & Phelan, S. (2005). 
How adolescents perceive the stigma of mental illness and alcohol abuse. Psychiatric Services, 56, 
544. 
Corrigan, P. W., Watson, A. C. & Barr, L. (2006). The self-stigma of mental illness: implications 
for self-esteem and self-efficacy. Journal of Social & Clinical Psychology, 25, 875. 
Corrigan, P. W. (2007). How clinical diagnosis might exacerbate the stigma of mental illness. 
Social Work, 52, 31. 
Corrigan, P. W. & Watson, A. C. (2007). The stigma of psychiatric disorders and the gender, 
ethnicity and education of the perceiver. Community Mental Health Journal, 43, 439. 
Corrigan, P. W., Kosyluk, K. A., & Rüsch, N. (2013). Reducing self-stigma by coming out 
proud. American journal of public health, 103(5), 794-800. 
Courtenay, W. H. (2000). Constructions of masculinity and their influence on men's well-
being: a theory of gender and health. Social Science & Medicine, 50, 1385. 
Couture, S. M. & Penn, D. L. (2003). Interpersonal contact and the stigma of mental illness: A 
review of the literature. Journal of Mental Health, 12, 291. 
Cusack, J., Deane, F. P., Wilson, C. J., & Ciarrochi, J. (2004). Who influence men to go to 
therapy? Reports from men attending psychological services. International Journal for the 
Advancement of Counselling, 26, 271. 
Dahlberg, K. M., Waern, M. & Runeson, B. (2008). Mental health literacy and attitudes in a 
Swedish community sample–investigating the role of personal experience of mental health care. 
BMC Public Health, 8, 8. 
Dear, M. & Taylor, S. M. (1982). Not on our street: Community attitudes to mental health 
care. London: Pion. 
 219 
Dear, M. (1992). Understanding and overcoming the NIMBY syndrome. Journal of the 
American Planning Association, 58, 288. 
Demyttenaere, K., Bruffaerts, R., Posada-Villa, J., Gasquet, I., Kovess, V., Lepine, J. P., ... & 
Chatterji, S. (2004). Prevalence, severity, and unmet need for treatment of mental disorders in 
the World Health Organization World Mental Health Surveys. JAMA: the journal of the American 
Medical Association, 291, 2581. 
Demyttenaere, K., Ansseau, M., Constant, E., Albert, A., Van Gassen, G., & van Heeringen, K. 
(2011). Do general practitioners and psychiatrists agree about defining cure from depression? 
The DEsCRIBE™ survey. BMC Psychiatry, 11, 169. 
Desforges, D. M., Lord, C. G., Ramsey, S. L., Mason, J. A., Van Leeuwen, M. D., West, S. C. et 
al. (1991). Effects of structured cooperative contact on changing negative attitudes towards 
stigmatized groups. Journal of Personality and Social Psychology, 60, 531. 
Dew, M. A., Bromet, E. J., Schulberg, H. C., Parkinson, D. K., et al. (1991). Factors affecting 
service utilization for depression in a white collar population. Social Psychiatry and Psychiatric 
Epidemiology, 26, 230. 
Dezetter, A., Briffault, X., Bruffaerts, R., De Graaf, R., Alonso, J., König, H. H., ... & Kovess-
Masféty, V. (2013). Use of general practitioners versus mental health professionals in six 
European countries: the decisive role of the organization of mental health-care systems. Social 
Psychiatry and Psychiatric Epidemiology, 48, 137. 
Dua, T., Barbui, C., Clark, N., Fleischmann, A., Poznyak, V., van Ommeren, M., ... & Saxena, S. 
(2011). Evidence-based guidelines for mental, neurological, and substance use disorders in low-
and middle-income countries: summary of WHO recommendations. PLoS medicine, 8, e1001122. 
Durkheim,  E.  (1895).  The Rules of  Sociological Method.  New  York:  The  Free  Press. 
 220 
Eagly, A.H. (1987). Sex differences in social behavior: a social-role interpretation. Hillsdale, 
NJ: Erlbaum.  
Fiske, S. T., Cuddy, A. J., Glick, P., & Xu, J. (2002). A model of (often mixed) stereotype 
content: competence and warmth respectively follow from perceived status and competition. 
Journal of Personality and Social Psychology, 82(6), 878. 
Eagly , A. H., & Wood, W. (1999). The origins of sex differences in human behavior: Evolved 
dispositions versus social roles. American Psychologist, 54, 408. 
Eikelmann, B. (2000). Limits of deinstitutionalization? Perspective of the specialty clinic. 
Psychiatric Praxis, 27 (suppl.2), 53. 
Eisenberg, D., Downs, M. F., Golberstein, E., et al. (2009). Stigma and help seeking for mental 
health among college students. Medical Care Research, 66, 522.  
Ellison, C. & Powers, D. (1994). The contact hypothesis and racial attitudes among black 
Americans. Social Science Quarterly, 75, 385. 
Erikson, K. (1962). "Notes on the sociology of deviance.". Social Problems, 9, 307.  
Ettorre, E., Klaukka, T., & Riska, E. (1994). Psychotropic drugs: Long-term use, dependency 
and the gender factor. Social Science & Medicine, 39, 1667. 
Evans-Lacko, S., Brohan, E., Mojtabai, R., & Thornicroft, G. (2012). Association between public 
views of mental illness and self-stigma among individuals with mental illness in 14 European 
countries. Psychological Medicine, 42, 1741. 
Fakhoury, W. & Priebe, S. (2002). The process of deinstitutionalization: an international 
overview. Current Opinion in Psychiatry, 15, 187. 
 221 
Fakhoury, W. & Priebe, S. (2007). Deinstitutionalization and reinstitutionalization: major 
changes in the provision of mental healthcare. Psychiatry: Interpersonal and Biological Processes, 
6, 313. 
Farina, A. (1982). The stigma of mental disorders.  In: A.Miller, A. (ed.). The Eye of the 
Beholder. New York: Praeger, 305-363. 
Fazio, R. H., & Zanna, M. P. (1981). Direct experience and attitude-behavior consistency. 
Advances in Experimental Social Psychology, 14, 161. 
Federal Public Service Employment, Labour and Social Dialogue (2013). 
[http://www.employment.belgium.be/home.aspx] 
Festinger, L. (1957). A theory of cognitive dissonance. Evanston, IL: Row, Peterson. 
Fife, B. L. & Wright, E. R. (2000). The dimensionality of stigma: a comparison of its impact on 
the self of persons with HIV/AIDS and cancer. Journal of Health and Social Behavior, 41, 50. 
Fishbein, M., & Ajzen, I. (1975). Belief, attitude, intention and behavior: An introduction to 
theory and research. Reading, Mass.: Addison-Wesley. 
Fisher, E. H. & Farina, A. (1995). Attitudes toward seeking professional psychological help: A 
shortened form and considerations for research. Journal of College Student Development, 36, 
268. 
Fitzgerald, M. M. (2010). Comparison of recovery style and insight of patients with severe 
mental illness in secure services with those in community services. Journal of Psychiatric and 
Mental Health Nursing, 17, 229. 
Fleury, M. J., Grenier, G., Bamvita, J. M., Perreault, M. & Caron, J. (2012). Determinants 
Associated with the Utilization of Primary and Specialized Mental Health Services. Psychiatric 
Quarterly, 83, 41.  
 222 
Folkman, S., & Lazarus, R. S. (1980). An analysis of coping in a middle-aged community 
sample. Journal of Health and Social Behavior, 21, 219. 
Foucault, M. (1965). Madness and Civilization. London: Tavistock. 
Foucault, M. (1973). The birth of the clinic: An archaeology of medical perception. London: 
Routledge. 
Freidson, E. (1970). Profession of medicine. New York: Dodd, Mead. 
Frohlich, K. L., Corin, E., & Potvin, L. (2001). A theoretical proposal for the relationship 
between context and disease. Sociology of Health & Illness, 23, 776. 
Fung, K. M., Tsang, H. W., Corrigan, P. W., Lam, C. S., & Cheng, W. M. (2007). Measuring self-
stigma of mental illness in China and its implications for recovery. International Journal of Social 
Psychiatry, 53(5), 408-418. 
Furnham, A., & Malik, R. (1994). Cross-Cultural Beliefs About "Depression". International 
Journal of Social Psychiatry, 40, 106. 
Gaertner, S. L., Mann, J. A., Dovidio, J. F., Murrell, A. J., & Pomare, M. (1990). How does 
cooperation reduce intergroup bias? Journal of Personality and Social Psychology, 59, 692. 
Galdas, P. M., Cheater, F., & Marshall, P. (2005). Men and health help‐seeking behaviour: 
literature review. Journal of Advanced Nursing, 49, 616. 
Gerson, J. M., & Peiss, K. (1985). Boundaries, negotiation, consciousness: Reconceptualizing 
gender relations. Social Problems, 32, 317. 
Gharaibeh, N. M. (2005). The psychiatrist’s image in commercially available American movies. 
Acta Psychiatrica Scandinavica, 111, 316. 
Gilbert, D. T. (1991) How Mental Systems Believe. American Psychologist, 46, 10. 
Goffman,E.(1959) .The presentation of self in everyday life. NewYork:Doubleday. 
 223 
Goffman, E. (1963). Stigma. Notes on the Management of Spoiled Identity. Englewood Gliffs, 
New Jersey: Prentice-Hall. 
Golberstein, E., Eisenberg, D. & Gollust, S. E. (2008). Perceived stigma and mental health care 
seeking. Psychiatric Services, 59, 392.  
Golberstein, E., Eisenberg, D. & Gollust, S. E. (2009). Perceived stigma and help-seeking 
behavior: longitudinal evidence from the healthy minds study. Psychiatric Services, 60, 1254. 
Goldberg, D. P., Gater, R., Sartorius, N., et al. (1997). The validity of two versions of the GHQ 
in the WHO study of mental illness in general health care. Psychological Medicine, 27, 191. 
Goldstein, J. L., & Godemont, M. M. (2003). The legend and lessons of Geel, Belgium: A 1500-
year-old legend, a 21st-century model. Community Mental Health Journal, 39, 441. 
Goldthorpe, J. (1987). Social mobility and class structure in modern Britain. Oxford: Clarendon 
Press. 
Golombok, S., & Fivush, R. (1994). Gender development. Cambridge University Press. 
Good, G. E. & Wood, P. K. (1995). Male gender role conflict, depression and help seeking: do 
college men face double jeopardy? Journal of Counseling & Development, 74, 70.  
Good, G. E., Thomson, D. A., & Brathwaite, A. D. (2005). Men and therapy: Critical concepts, 
theoretical frameworks, and research recommendations. Journal of Clinical Psychology, 61, 699. 
Goos, M., & Manning, A. (2007). Lousy and lovely jobs: The rising polarization of work in 
Britain. The Review of Economics and Statistics, 89, 118. 
Gouwy, A., Christiaens, W., & Bracke, P. (2008). Mental health services use in the general 
Belgian population: estimating the impact of mental health and social determinants. Archives of 
Public Health, 66, 50. 
 224 
Gove, W. R. (1970). Societal reaction as an explanation of mental illness: An evaluation. 
American Sociological Review, 35, 873. 
Granovetter, M. (1973). The strength of weak ties. American Journal of Sociology, 78, 1360. 
Granovetter, M. (1985). Economic action and social structure: the problem of 
embeddedness. American Journal of Sociology, 481-510. 
Hacking, I. (1999). The social construction of what? Harvard University Press. 
Hackler, A. H. (2011). Contact and stigma toward mental illness: Measuring the effectiveness 
of two video interventions. Dissertation. 
Hall, P., Brockington, I. F., Levings, J., & Murphy, C. (1993). A comparison of responses to the 
mentally ill in two communities. British Journal of Psychiatry, 162, 99. 
Hamre, P., Dahl, A. A. & Malt, U. F. (1994). Public attitudes to the quality of psychiatric 
treatment, psychiatric patients, and prevalence of mental disorders. Nordic Journal of Psychiatry, 
48, 275. 
Hannigan, B. (1999). Mental health care in the community: An analysis of contemporary 
public attitudes towards, and public representations of, mental illness. Journal of Mental Health, 
8, 431. 
Haslam, N. (2005). Dimensions of folk psychiatry. Review of General Psychology, 9, 35. 
Hazel, N. (1995). Elicitation techniques with young people. Social Research Update, 
Department of Sociology, University of Surrey. 
Henderson, C., Corker, E., Lewis-Holmes, E., Hamilton, S., Flach, C., Rose, D., ... & Thornicroft, 
G. (2012). England's Time to Change antistigma campaign: one-year outcomes of service user-
rated experiences of discrimination.Psychiatric Services, 63(5), 451-457. 
 225 
Henderson, C., & Thornicroft, G. (2013). Evaluation of the Time to Change program in 
England 2008-2011. The British Journal of Psychiatry, 202, s45. 
Hermans, M. H., De Witte, N., & Dom, G. (2012). The state of psychiatry in 
Belgium. International Review of Psychiatry, 24, 286. 
Hinshaw, S. P. (2007). The mark of shame: Stigma of mental illness and an agenda for 
change. New York: Oxford University Press.  
Hislop, J., & Arber, S. (2003). Understanding women's sleep management: beyond 
medicalization‐healthicization? Sociology of Health & Illness, 25, 815. 
Hobson, J. A., & Leonard, J. A. (2001). Out of its mind: Psychiatry in Crisis: A Call for Reform. 
Cambridge, Mass.: Perseus Publishing.  
Holmes, E. P., Corrigan, Willimans, P., Canar, J., & Kubiak, M. (1999). Changing attitudes 
about schizophrenia. Schizophrenia Bulletin, 25, 447. 
Holzinger, A., Matschinger, H., & Angermeyer, M. C. (2011). What to do about depression? 
Help-seeking and treatment recommendations of the public. Epidemiology and Psychiatric 
Sciences, 20, 163. 
Holzinger, A., Floris, F., Schomerus, G., Carta, M. G. & Angermeyer, M. C. (2012). Gender 
differences in public beliefs and attitudes about mental disorder in western countries: a 
systematic review of population studies. Epidemiologia e Psichiatria Sociale - An International 
Journal for Epidemiology and Psychiatric Sciences, 21, 73. 
HOPE(2013) 
[http://www.hope.be/03activities/quality_euhospitals/eu_country_profiles/belgium-
eu_hospitals-profile.pdf] 
 226 
Hopper, K., Harrison, G. & Wanderling, J. (2007). An overview of course and outcome in the 
ISoS. In: Hopper, K., Harrison, G., Janca, A. & Sartorius, N. (eds) Recovery from schizophrenia: An 
international perspective: A report from the WHO collaborative project, the international study of 
schizophrenia. New York, NY: Oxford University Press. 
Horwitz, A. (1977). Social networks and pathways to psychiatric treatment. Social Forces, 56, 
86. 
Horwitz, A. V. (1982). The social control of mental illness. New York: The academic press. 
Horwitz, A. V. (2007). Transforming normality into pathology: The DSM and the outcomes of 
stressful social arrangements. Journal of Health and Social Behavior, 48, 211. 
Horwitz, A. V., Wakefield, J. C. (2007). The loss of sadness: how psychiatry transformed 
normal sorrow into depressive disorder. New York, NY: Oxford University Press.  
Hoyt, D. R., Conger, R. D., Valde, J. G., et al. (1997). Psychological distress and help seeking in 
rural America. American Journal of Community Psychology, 25, 449. 
Hughes, R. (1998). Considering the vignette technique and its application to a study of drug 
injecting and HIV risk and safer behaviour. Sociology of Health and Illness, 20, 381.  
Huxley, P. (1993). Location and stigma: A survey of community attitudes to mental illness-
Part 1. Enlightenment and stigma. Journal of Mental Health, 2, 73. 
Ingamells, S., Goodwin, A. M., & John, C. (1996). The influence of psychiatric hospital and 
community residence lables on social rejection of the mentally ill. British Journal of Clinical 
Psychology, 35, 359. 
Crocker, B., Major, C., Steele (1998) Social stigma. In: D.T. Gilbert, D.T. & Fiske, S.T. (eds.) The 
handbook of social psychology. McGraw-Hill, Boston, 504–553. 
 227 
Jones,E.E, Farina, A., Hastorf, A.H., French, R.S. (1984). Social stigma: The psychology of 
marked relationships. New York: WH Freeman. 
Jorm, A. F. (2000). Mental health literacy. Public knowledge and beliefs about mental 
disorders. The British Journal of Psychiatry, 177, 396. 
Jorm, A. F., Korten, A. E., Jacomb, P. A., Christensen, H., Rodgers, B., & Pollitt, P. (2000). 
Mental health literacy. British Journal of Psychiatry, 177, 396. 
Jorm, A. F., Medway, J., Christensen, H., Korten, A. E., Jacomb, P. A., & Rodgers, B. (2000). 
Attitudes towards people with depression: effects on the public's help-seeking and outcome 
when experiencing common psychiatric symptoms. Australian and New Zealand Journal of 
Psychiatry, 34, 612. 
Jorm, A. F., Griﬃths, K. M., Christensen, H., et al (2004). Actions taken to cope with 
depression at diﬀerent levels of severity: a community survey. Psychological Medicine, 34, 293. 
Jorm, A. F., Blewitt, K. A., Griffiths, K. M., Kitchener, B. A. & Parslow, R. A. (2005). Mental 
health first aid responses of the public: results from an Australian national survey. BMC 
Psychiatry, 5, 9. 
Jorm, A. F., Nakane, Y., Christensen, H., Yoshioka, K., Griffiths, K. M. & Wata, Y. (2005). Public 
beliefs about treatment and outcome of mental disorders: a comparison of Australia and Japan. 
BMC Medicine, 3, 12. 
Jorm, A. F., & Griffiths, K. M. (2006). Population promotion of informal self-help strategies for 
early intervention against depression and anxiety. Psychological Medicine, 36, 3. 
Jorm, A. F., & Griffiths, K. M. (2008). The public’s stigmatizing attitudes towards people with 
mental disorders: how important are biomedical conceptualizations? Acta Psychiatrica 
Scandinavica, 118, 315. 
 228 
Jorm, A. F., Oh, E. (2009). Desire for social distance from people with mental disorders. 
Australian and New Zealand Journal of Psychiatry, 43, 183. 
Judd, L. L., Rapaport, M. H., Paulus, M. P., & Brown, J. L. (1994). Subsyndromal symptomatic 
depression: a new mood disorder?. Journal of Clinical Psychiatry, 55S, 18-28. 
Judd, F., Armstrong, S., & Kulkarni, J. (2009). Gender-sensitive mental health care. 
Australasian Psychiatry, 17, 105. 
Jussim, L., Palumbo, P., Chatman, C., Madon, S., & Smith, A. (2003). Stigma and self-fulfilling 
prophecies. In: Heatherton, T.F. (ed.) The social psychology of stigma. Guilford Press, 374.  
Jutel, A., & Nettleton, S. (2011). Towards a sociology of diagnosis: Reflections and 
opportunities. Social Science & Medicine, 73(6), 793-800. 
Kadushin, C. (1966). The friends and supporters of psychotherapy: on social circles in urban 
life. American Sociological Review, 31, 786. 
Kalberg, S. (1994). Max Weber’s Comparative Historical Sociology. Chicago, IL: University of 
Chicago Press.  
Kaufman, M. (1994). Men, feminism, and men's contradictory experiences of power. In: Brod, 
H., Kaufman, M. (eds.) Theorizing Masculinities. Sage Publications, Thousand Oaks, 142-163. 
Kawachi, I., Kim, D., Coutts, A., & Subramanian, S. V. (2004). Commentary: Reconciling the 
three accounts of social capital. International Journal of Epidemiology, 33, 682. 
Kelly, S. & McKenna, H. P. (2004). Risks to mental health patients discharged into the 
community. Health, Risk & Society, 6, 377. 
Kessler, R.C., Demler, O., Frank, R.G., Olfson, M., Pincus, H.A., Walters, E.E., ... & Zaslavsky, 
A.M. (2005) Prevalence and treatment of mental disorders, 1990 to 2003. New England Journal 
of Medicine, 352, 2515-2523. 
 229 
Kessler, S.J., & McKenna, W. (1985). Gender: An Ethno methodological Approach. Chicago: 
University of Chicago Press. 
Kessler, R. C., McGonagle, K. A., Zhao, S., Nelson, C. B., Hughes, M., Eshleman, S., Wittchen, 
H.-U., & Kendler, K. S. (1994). Lifetime and 12-Month Prevalence of DSM-III-R Psychiatric 
Disorders in the United States. Archives of General Psychiatry, 51, 8. 
Kessler, R. C., Nelson, C. B., McKinagle, K. A., Edlund, M. J., Frank, R. G., & Leaf, P. J. (1996). 
The epidemiology of co-occurring addictive and mental disorders: Implications for prevention 
and service utilization. American Journal of Orthopsychiatry, 66, 17. 
Kessler, R. C., Zhao, S., Katz, S. J., Kouzis, A. C., Frank, R. G., Edlund, M., & Leaf, P. (1999). 
Past-year use of outpatient services for psychiatric problems in the National Comorbidity Survey. 
American Journal of Psychiatry, 156, 115. 
Kessler, R. C., Berglund, P. A., Bruce, M. L., et al. (2001). The prevalence and correlates of 
untreated serious mental illness. Health Services Research, 36, 987. 
Kirk, S. A., & Kutchins, H. (1992). The selling of DSM: The rhetoric of science in psychiatry. 
New York, NY: Aldine de Gruyter. 
Kitsuse, J. I. (1961). Societal reaction to deviant behavior: Problems of theory and method. 
Social Problems., 9, 247. 
Kleinman, A. (1988).The illness narratives: Suffering, healing, and the human condition. New 
York: Basic Books. 
Kobau, R., Dilorio, C., Chapman, D., & Delvecchio, P. (2010). Attitudes about mental illness 
and its treatment: validation of a generic scale for public health surveillance of mental illness 
associated stigma. Community Mental Health Journal, 46, 164. 
 230 
Kohn, R., Saxena, S., Levav, I., & Saraceno, B. (2004). The treatment gap in mental health 
care. Bulletin of the World Health Organization, 82, 858. 
Kohn, M. L., & Schooler, C. (1983). Work and personality: An inquiry into the impact of social 
stratification. Norwood, NJ: Ablex Publishing Corporation. 
Kolodziej, M. E. & Johnson, B. T. (1996). Interpersonal contact and acceptance of persons 
with psychiatric disorders: A research synthesis. Journal of Consulting and Clinical Psychology, 64, 
1387. 
Komiti, A., Judd, F. & Jackson, H. (2006). The influence of stigma and attitudes on seeking 
help from a GP for mental health problems. Social Psychiatry and Psychiatric Epidemiology, 41, 
738. 
Komiya, N., Good, G. E. & Sherrod, N. B. (2000). Emotional openness as a predictor of college 
students’ attitudes toward seeking psychological help. Journal of Counseling Psychology, 47, 138. 
Koopmans, G. T., & Lamers, L. M. (2007). Gender and health care utilization: the role of 
mental distress and help-seeking propensity. Social Science & Medicine, 64, 1216. 
Korp, P. (2008). The symbolic power of ‘healthy lifestyles'. Health Sociology Review, 17(1), 18-
26. 
Kovess-Masfety, V., Alonso, J., Brugha, T., Angermeyer, M., Haro, J. M. & Sevilla-Dedieu, C. 
(2007). Differences in lifetime use of services for mental health problems in six European 
countries. Psychiatric Services, 58, 213. 
Kraus, S. J. (1995). Attitudes and the prediction of behavior: A meta-analysis of the empirical 
literature. Personality & Social Psychology Bulletin, 21, 58. 
Kulka, R. A., Veroff, J., & Douvan, E. (1979). Social class and the use of professional help for 
personal problems: 1957 and 1976. Journal of Health and Social Behavior, 2-17. 
 231 
Kunemund, H., & Rein, M. (1999). There is more to receiving than needing: theoretical 
arguments and empirical explorations of crowding in and crowding out. Ageing and Society, 19, 
93. 
Kurihara, T., Kato, M., Sakamoto, S., Reverger, R., & Kitamura, T. (2000). Public attitudes 
towards the mentally ill: A cross‐cultural study between Bali and Tokyo. Psychiatry and clinical 
neurosciences, 54, 547. 
Lam, D. C., Salkovskis, P. M., Warwick, H. M. (2005). An experimental investigation of the 
impact of biological versus psychological explanations of the cause of “mental illness”. Journal of 
Mental Health 14, 453. 
Lamb, H. R. & Bachrach, L. L. (2001). Some perspectives on deinstitutionalization. Psychiatric 
Services, 52, 1039. 
Lane, C. (2007). Shyness. How normal behavior became a sickness. Yale University Press. 
Lapatin, S., Gonçalves, M., Nillni, A., Chavez, L., Quinn, R. L., Green, A., & Alegría, M. (2012). 
Lessons from the Use of Vignettes in the Study of Mental Health Service Disparities. Health 
Services Research, 47, 1345. 
Lauber, C., Nordt, C., Falcato, L., et al. (2001). Lay recommendations on how to treat mental 
disorders. Social Psychiatry and Psychiatric Epidemiology, 36, 553. 
Lauber, C., Nordt, C., Falcato, L., & Rössler, W. (2004). Factors influencing social distance 
toward people with mental illness. Community Mental Health Journal, 40, 265. 
Lauber, C., Carlos, N. & Wulf R. (2005). Lay beliefs about treatments for people with mental 
illness and their implications for anti-stigma strategies. Canadian Journal of Psychiatry, 50, 745. 
 232 
Lauber, C., Nordt, C. & Rössler, W. (2005). Recommendations of mental health professionals 
and the general population on how to treat mental disorders. Social Psychiatry and Psychiatric 
Epidemiology, 40, 835. 
Lauber, C., Nordt, C., Haker, H., Falcato, L., & Rössler, W. (2006). Community psychiatry: 
results of a public opinion survey. International Journal of Social Psychiatry, 52, 234. 
Lemert, E. M. (1951). Social pathology; A systematic approach to the theory of sociopathic 
behavior. New York, NY: McGraw-Hill. 
Leong, F. T., & Zachar, P. (1999). Gender and opinions about mental illness as predictors of 
attitudes toward seeking professional psychological help. British Journal of Guidance and 
Counselling, 27, 123. 
Lerner, D., Adler, D. A., Chang, H., Lapitsky, L., Hood, M. Y., Perissinotto, C., ... & Rogers, W. H. 
(2004). Unemployment, job retention, and productivity loss among employees with depression. 
Psychiatric Services, 55, 1371. 
Lerner, D., & Henke, R. M. (2008). What does research tell us about depression, job 
performance, and work productivity? Journal of Occupational and Environmental Medicine, 50, 
401. 
Levey, S. & Howells, K. (1995). Dangerousness, unpredictability, and fear of people with 
schizophrenia. Journal of Forensic Psychiatry, 6, 19. 
Lin, N., Ensel, W. M., & Vaughn, J. C. (1981). Social resources and strength of ties: Structural 
factors in occupational status attainment. American sociological review, 46, 393. 
Lin, N. (2001). Social capital: a theory of structure and action. London: Cambridge University 
Press. 
 233 
Lin, N., Fu, Y. C., & Hsung, R. M. (2001). The position generator: Measurement techniques for 
investigations of social capital. In: Lin, N., Cook, K.S., & Burt, R.S. (eds.) Social capital: theory and 
research. New York: Aldine de Gruyter, 57-81. 
Linden, M. (1999). Theory and practice in the management of depressive disorders. 
International Clinical Psychopharmacology, 14, S15. 
Link, B. G. & Cullen, F. T. (1986). Contact with the mentally ill and perceptions of how 
dangerous they are. Journal of Health and Social Behavior, 27, 289.  
Link, B. G. (1987). Understanding labeling effects in the area of mental disorders: An 
assessment of the effects of expectations of rejection. American Sociological Review, 52, 96. 
Link, B. G., Cullen, F. T., Struening, E., Shrout, P. E. & Dohrenwend, B. P. (1989). A modified 
labeling theory approach to mental disorders: an empirical assessment. American Sociological 
Review, 54, 400. 
Link, B. G., Mirotznik, J., & Cullen, F. T. (1991). The effectiveness of stigma coping 
orientations: Can negative consequences of mental illness labeling be avoided?. Journal of Health 
and Social Behavior. 
Link, B. G., Struening, E. L., Rahav, M., Phelan, J. C. & Nuttbrock, L. (1997). On stigma and its 
consequences: evidence from a longitudinal study of men with dual diagnoses of mental illness 
and substance abuse. Journal of Health and Social Behavior, 38, 177. 
Link, B. G., Phelan, J. C., Bresnahan, M., et al. (1999). Public conceptions of mental illness: 
labels, causes, dangerousness and social distance. American Journal of Public Health, 89, 1328. 
Link, B. G., & Phelan, J. C. (2001). Conceptualizing stigma. Annual review of Sociology, 27, 
363. 
 234 
Link, B. G., Struening, E. L., Neese-Todd, S., et al. (2001). The consequences of stigma for the 
self-esteem of people with mental illness. Psychiatric Services, 52, 1621. 
Loring, M., & Powell, B. (1988). Gender, race, and DSM-III: A study of the objectivity of 
psychiatric diagnostic behavior. Journal of Health and Social Behavior, 29, 1. 
Mackenzie, C. S., Gekoski, W. L. & Knox, V. J. (2006). Age, gender, and the underutilization of 
mental health services: the influence of help-seeking attitudes. Aging & Mental Health, 10, 574. 
Markowitz, F. E. (1998). The effects of stigma on the psychological well-being and life 
satisfaction of persons with mental illness. Journal of Health and Social Behavior, 39, 335. 
Martin, J. K., Pescosolido, B. A. & Tuch S. A. (2000). Of fear and loathing: the role of 
‘disturbing behavior’, labels and causal attributions in shaping public attitudes toward people 
with mental illness. Journal of Health and Social Behavior, 41, 208. 
Martin, J. K., Pescosolido, B. A., Olafsdottir, S., & McLeod, J. D. (2007). The construction of 
fear: Americans' preferences for social distance from children and adolescents with mental 
health problems. Journal of Health and Social Behavior, 48, 50. 
Mast, M.S (2004). Men Are Hierarchical, Women Are Egalitarian: An Implicit Gender 
Stereotype. Swiss Journal of Psychology/Schweizerische Zeitschrift für Psychologie/Revue Suisse 
de Psychologie, 63(2), 107. 
Matschinger, H., & Angermeyer, M. C. (1996). Lay beliefs about the causes of mental 
disorders: a new methodological approach. Social Psychiatry and Psychiatric Epidemiology, 31, 
309. 
McAlpine, D. D., & Mechanic, D. (2000). Utilization of specialty mental health care among 
persons with severe mental illness: the roles of demographics, need, insurance, and risk. Health 
Services Research, 35, 277. 
 235 
McKenzie, K., Whitley, R., & Weich, S. (2002). Social capital and mental health. The British 
Journal of Psychiatry, 181, 280. 
McKeon, P. & Carrick, S. (1991). Public attitudes to depression: A national survey. Irish 
Journal of Psychological Medicine, 8, 116. 
McKinlay, J. B. (1973). Social networks, lay consultation and help-seeking behavior. Social 
Forces, 51, 275.  
McKown, C., & Weinstein, R. S. (2003). The development and consequences of stereotype 
consciousness in middle childhood. Child Development, 74, 498. 
Mead, G. H. (1934). Mind, Self and Society. Chicago, IL: University of Chicago. 
Mehta, S., Farina, A. (1997). Is Being “Sick” Really Better? Effect of the Disease View of 
Mental Disorder on Stigma. Journal of Social and Clinical Psychology, 16, 405. 
Merton, R. K. (1995). The Thomas theorem and the Matthew effect. Social Forces, 74, 379. 
Milstein, G., Manierre, A. & Yali, A. M. (2010). Psychological care for persons of diverse 
religions: a collaborative continuum. Professional Psychology: Research and Practice, 41, 371.  
Mirowsky, J., & Ross, C. E. (2002). Measurement for a human science. Journal of Health and 
Social Behavior, 43, 152. 
Mojtabai, R. (2007). American’s attitudes toward mental health treatment seeking: 1990-
2003. Psychiatric Services, 58, 642. 
Mojtabai, R. (2010). Mental illness stigma and willingness to seek mental health care in the 
European Union Social Psychiatry and Psychiatric Epidemiology, 45, 705. 
Möller-Leimkühler, A. M. (2002). Barriers to help-seeking by men: a review of sociocultural 
and clinical literature with particular reference to depression. Journal of Affective Disorders, 71, 
1. 
 236 
Monahan, J. (1992). Mental disorder and violent behavior: Perceptions and evidence. The 
American Psychologist, 47, 511. 
Moore, D. S., McCabe, G. P. (1999). Statistiek in de praktijk. Den Haag: Academic Service. 
Morabia, A., Fabre, J., & Dunand, J. P. (1992). The influence of patient and physician.Journal 
of Clinical Epidemiology 45, 111. 
Nadler, A. (1991). Help-seeking behavior:  Psychological costs and  instrumental  benefits. In: 
Clark, M.S. (ed.) Prosocial behavior. Review  of personality  and social  psychology. New York: 
Academic Press. 
Narrow, W., Regier, D., Norquist, G., et al. (2000). Mental health service use by Americans 
with severe mental illnesses. Social Psychiatry and Psychiatric Epidemiology, 35, 147. 
Ng, P., & Chan, K. F. (2000). Sex differences in opinion towards mental illness of secondary 
school students in Hong Kong. International Journal of Social Psychiatry, 46, 79. 
Novella, E. J. (2008). Theoretical accounts on deinstitutionalization and the reform of mental 
health services: a critical review. Medical Health Care and Philosophy, 11, 303. 
O’Brien, R., Hunt, K., & Hart, G. (2005). ‘It's caveman stuff, but that is to a certain extent how 
guys still operate’: men's accounts of masculinity and help seeking. Social Science & Medicine, 61, 
503. 
OECD (2013). Mental health and work: Belgium. 
O’Neil, J. M., Good, G. E., & Holmes, S. (1995). Fifteen years of theory and research on men’s 
gender role conflict: New paradigms for empirical research. In: Levant, R. F., Pollack, W. S. (eds.) 
A New Psychology of Men. New York: Basic Books, 164-206. 
 237 
Olafsdottir, S. & Pescosolido, B. A. (2009). Drawing the Line: The Cultural Cartography of 
Utilization. Recommendations for Mental Health Problems. Journal of Health and Social Behavior, 
50, 228. 
Oliver, M. I., Pearson, N., Coe, N., & Gunnell, D. (2005). Help-seeking behavior in men and 
women with common mental health problems: cross-sectional study. The British Journal of 
Psychiatry, 186, 297. 
Ortega, A. N. & Alegría, M. (2002). Self-reliance, mental health need, and the use of mental 
healthcare among island Puerto Ricans. Mental Health Services Research, 4, 131. 
Page, S. (1995). Eﬀects of the mental illness label in 1993: Acceptance and rejection in the 
community. Journal of Health and Social Policy, 7, 61. 
Pattyn, E., Verhaeghe, M., Bracke P. (2012) Cultural stigma and its association with the use of 
mental health services; A European cross-regional study. Presented at the 5th International 
Stigma conference, Ottawa, Canada, 3-5 June 2012 
Papadopoulos, C., Leavy, G., & Vincent, C. (2002). Factors influencing stigma A comparison of 
Greek-Cypriot and English attitudes towards mental illness in north London. Social Psychiatry and 
Psychiatric Epidemiology, 37, 430. 
Parsons, T. (1950). The Social System. New York: Free Press. 
Parsons, T. (1951). Illness and the role of the physician: a sociological perspective. American 
Journal of Orthopsychiatry, 21(3), 452-460. 
Parsons, T., & Bales, R. F. (1955). Family, socialization and interaction process. 
Payton, A. R., & Thoits, P. A. (2011). Medicalization, direct-to-consumer advertising, and 
mental illness stigma. Society and Mental Health, 1(1), 55-70. 
 238 
Pearlin, L. I., Liberman, M. A., Menaghan, E. G. & Mullan, J. T. (1981). The stress process. 
Journal of Health and Social Behavior, 22, 337. 
Pederson, E. L., & Vogel, D. L. (2007). Male gender role conflict and willingness to seek 
counseling: Testing a mediation model on college-aged men. Journal of Counseling Psychology, 
54, 373.  
Penn, D. L., Guynan, K., Daily, T., Spaulding, W. D., Garbin, C. P., & Sullivan, M. (1994). 
Dispelling the Stigma of Schizophrenia: What sort of information is best? Schizophrenia Bulletin, 
20, 567.  
Perkins, H., Haines, M. P., & Rice, R. (2005). Misperceiving the college drinking norm and 
related problems: A nationwide study of exposure to prevention information, perceived norms 
and student alcohol misuse. Journal of Studies on Alcohol and Drugs, 66, 470. 
Perry, B. L. (2011). The Labeling Paradox Stigma, the Sick Role, and Social Networks in Mental 
Illness. Journal of Health and Social Behavior, 52, 460. 
Pescosolido, B. A. (1991). Illness careers and network ties: A conceptual model of utilization 
and compliance. Advances in Medical Sociology, 2, 164.  
Pescosolido, B. A. (1992). Beyond rational choice: The social dynamics of how people seek 
help. American  Journal of Sociology, 97, 1096.  
Pescosolido, B. A., Gardner, C. B., & Lubell, K. M. (1998). How people get into mental health 
services: stories of choice, coercion and “muddling through” from “first-timers”. Social Science & 
Medicine, 46, 275. 
Pescosolido, B. A., Wright, E. R., Alegria, M., & Vera, M. (1998). Social networks and patterns 
of use among the poor with mental health problems in Puerto Rico. Medical Care, 36, 1057. 
 239 
Pescosolido, B. A., & Boyer, C. A. (1999). How do people come to use mental health services? 
current knowledge and changing perspectives. 
Pescosolido, B. A. & Olafsdottir, S. (2010). The Cultural Turn in Sociology: Can It Help Us 
Resolve an Age-Old Problem in Understanding Decision Making for Health Care? Sociological 
Forum, 25, 655. 
Pettigrew, T. F. (1998). Intergroup Contact Theory. Annual Review of Psychology, 49, 65. 
Pettigrew, T. F., & Tropp, L. R. (2006). A meta-analytic test of intergroup contact theory. 
Journal of Personality and Social Psychology, 90, 751. 
Pettigrew, T. F., Tropp, L. R., Wagner, U., & Christ, O. (2011). Recent advances in intergroup 
contact theory. International Journal of Intercultural Relations, 35, 271. 
Petty, R. E. & Cacioppo, J. T. (1996). Attitudes and persuasion: Classic and contemporary 
approaches. Boulder: Westview Press. 
Phelan, J. C. & Link, B. G. (2004). Fear of people with mental illnesses: the role of personal 
and impersonal contact and exposure to threat or harm. Journal of Health and Social Behavior, 
45, 68. 
Phelan, J. C. (2005). Geneticization of deviant behavior and consequences for stigma: the 
case of mental illness. Journal of Health and Social Behavior, 46, 307. 
Phelan, J. C., Yang, L. H. & Cruz-Rojas, R. (2006). Effects of attributing serious mental illnesses 
to genetic causes on orientations to treatment. Psychiatric Services, 57, 382. 
Phillips, D. L. (1964). Rejection of the mentally ill: The influence of behavior and 
sex. American Sociological Review, 29, 679. 
Phillips, D. L., & Segal, B. E. (1969). Sexual status and psychiatric symptoms. American 
Sociological Review, 34, 58. 
 240 
Piccinelli, M. & Wilkinson, G. (2000). Gender differences in depression: Critical review. British 
Journal of Psychiatry, 177, 486.  
Pilgrim, D., & Rogers, A. (2005). The troubled relationship between psychiatry and sociology. 
International Journal of Social Psychiatry, 51, 228. 
Pinel, E. C. (1999). Stigma consciousness: the psychological legacy of social stereotypes. 
Journal of personality and Social Psychology, 76, 114. 
Pinfold, V., Huxley, P., Thornicroft, G., Farmer, P., Toulmin, H., & Graham, T. (2003). Reducing 
psychiatric stigma and discrimination.  Social Psychiatry and Psychiatric Epidemiology, 38, 337. 
Pinfold, V., Toulmin, H., Thornicroft, G., Huxley, P., Farmer, P., & Graham, T. (2003). Reducing 
psychiatric stigma and discrimination: evaluation of educational interventions in UK secondary 
schools. The British Journal of Psychiatry, 182(4), 342-346. 
Plantenga, J., Remery, C., Figueiredo, H., & Smith, M. (2009). Towards a European Union 
gender equality index. Journal of European Social Policy, 19, 19. 
Pleck, J.H. (1987). The Myth of Masculinity. M.I.T. Press, Cambridge. 
Potts, M. K., Burnam, M. A., & Wells, K. B. (1991). Gender differences in depression 
detection: A comparison of clinician diagnosis and standardized assessment. Psychological 
Assessment: A journal of consulting and clinical psychology, 3, 609. 
Putnam, R. D. (2000). Bowling alone: The collapse and revival of American community. New 
York: Simon and Schuster. 
Rabkin, J. G., Muhlin, G., & Cohen, P. W. (1984). What the neighbors think: community 
attitudes toward local psychiatric facilities. Community Mental Health Journal, 20, 304. 
Rao, D., Feinglass, J., & Corrigan, P. (2007). Racial and ethnic disparities in mental illness 
stigma. The Journal of Nervous and Mental Disease, 195, 1020. 
 241 
Read, J. & Law, A. (1999). The relationship of causal beliefs and contact with users of mental 
health services to attitudes to the 'mentally ill'. International Journal of Social Psychiatry, 45, 216. 
Read, J., Haslam, N., Sayce, L., Davies, E. (2006). Prejudice and schizophrenia: a review of the 
‘mental illness is an illness like any other’ approach. Acta Psychiatrica Scandinavica, 114, 303. 
Reczek, C., & Umberson, D. (2012). Gender, health behavior, and intimate relationships: 
Lesbian, gay, and straight contexts. Social Science & Medicine,74, 1783. 
Reda, S. (1995). Attitudes towards community mental health care of residents in north 
London. Psychiatric Bulletin, 19, 731. 
Regier, D. A., Kaelber, C. T., Rae, D. S., Farmer, M. E., Knauper, B., Kessler, R. C. & Norquist, G. 
S. (1998). ‘‘Limitations of Diagnostic Criteria and Assessment Instruments for Mental Disorders: 
Implications for Research and Policy.’’ Archives of General Psychiatry, 55, 109. 
Reinke, R. R., Corrigan, P. W., Leonhard, C., Lundin, R. K., & Kubiak, M. A. (2004). Examining 
two aspects of contact on the stigma of mental illness. Journal of Social and Clinical Psychology, 
23, 377. 
Repper, R. G. N. & Brooker, C. (2007). Public attitudes towards mental health facilities in the 
community. Health & Social Care in the Community, 4, 290. 
Reynders, A., Van Heeringen, C., De Maeseneer, J., & Van Audenhove, C. (2009). Onderzoek 
naar verklarende factoren voor de verschillen in suïcidecijfers in Vlaanderen in vergelijking met 
Europese landen. SWVG-rapport, 9. 
Rhodes, A. E., Goering, P. N., To, T. & Williams, J. I. (2002). Gender and outpatient mental 
health service use. Social Science & Medicine, 54, 1. 
Rickwood, D. J. & Braithwaite, V. A. (1994). Social-psychological factors affecting help-seeking 
for emotional problems. Social Science & Medicine, 39, 563. 
 242 
Ridgeway, C. (1991). The social construction of status value: Gender and other nominal 
characteristics. Social Forces, 70(2), 367-386. 
Riedel-Heller, S. G., Matschinger, H. & Angermeyer, M. C. (2005). Mental disorders-who and 
what might help? Social Psychiatry and Psychiatric Epidemiology, 40, 167. 
Riska, E., Klaukka, T., Nordlund, S., & Skinhoj, K. T. (1993). Use of minor tranquilizers. In: 
Riska, e. (ed). Minor transuillizers in the Nordic countries. Publication of the Nordic alcohol and 
drug council, Helsinki. 
Roehrig, J. P., & McLean, C. P. (2010). A comparison of stigma toward eating disorders versus 
depression. International Journal of Eating Disorders, 43, 671. 
Rosen, A., Walter, G., Politis, T., et al. (1997). From shunned to shining: Doctors, madness and 
psychiatry in Australian and New Zealand cinema. Medical Journal of Australia, 167, 640. 
Rosenfield, S. (1982). Sex Roles and Societal Reactions to Mental Illness: The Labeling of 
'Deviant' Deviance. Journal of Health and Social Behavior, 23, 18. 
Rosenfield, S. (1997). Labeling mental illness: the effects of received services and perceived 
stigma on life satisfaction. American Sociological Review, 62, 660. 
Rosenfield, S., Phillips, J., & White, H. (2006). Gender, race, and the self in mental health and 
crime. Social Problems, 53, 161. 
Rosenstock, I. M. (1966). Why people use health services. The Milbank Memorial Fund 
Quarterly, 44, 94. 
Ross, C. E., & Mirowsky, J. (1989). Explaining the social patterns of depression: control and 
problem solving--or support and talking?. Journal of Health and Social Behavior, 30, 206. 
Rössler, W., Salize, H. J., & Voges, B. (1995). Does community-based care have an effect on 
public attitudes toward the mentally ill? European Psychiatry, 10, 282. 
 243 
Roth, D., Antony, M. M., Kerr, K. L., & Downie, F. (2000). Attitudes toward mental illness in 
medical students: does personal and professional experience with mental illness make a 
difference? Medical Education, 34, 234. 
Rousseau, A. & de Man, A. F. (1998). Authoritarian and socially restrictive attitudes toward 
mental patients in mental health volunteers and nonvolunteers. Psychological Reports, 83, 803. 
Rüsch, N., Angermeyer, M. C. &  Corrigan P. W. (2005). Mental illness stigma: concepts, 
consequences, and initiatives to reduce stigma. European Psychiatry, 20, 529. 
Rüsch, N., Todd, A. R., Bodenhausen, G. V., et al. (2010). Do people with mental illness 
deserve what they get? Links between meritocratic worldviews and implicit versus explicit 
stigma. European Archives of Psychiatry and Clinical Neuroscience, 260, 617.  
Rüsch, N., Müller, M., Ajdacic-Gross, V., Rodgers, S., Corrigan, P. W., & Rössler, W. (2013). 
Shame, perceived knowledge and satisfaction associated with mental health as predictors of 
attitude patterns towards help-seeking. Epidemiology and Psychiatric Sciences. [DOI: 
10.1017/S204579601300036X] 
Sabo, D. F., & Gordon, D. F. E. (1995). Men's health and illness: Gender, power, and the body. 
Thousand Oaks, CA: Sage Publications, Inc. 
Salonstall, R. (1993). 'Healthy Bodies, Social Bodies: Men's and women's concepts and 
practices of health in everyday life'. Social Science and Medicine, 36, 7. 
Sartorius, N. (2007). Stigma and mental health. The Lancet, 370, 810. 
Scheerder, G. & Van Audenhove, C. (2011). Medical students’ attitude toward mental illness. 
Psychiatric Praxis. [DOI: 10.1055/s-0031-1277841] 
Scheerder, G., Van Audenhove, C., Arensman, E., Bernik, B., Giupponi, G., Horel, A.-C., 
Maxwell, M., Sisask, M., Szekely, A., Varnik, A. & Hegerl, U. (2011). Community and health 
 244 
professionals' attitude toward depression: A pilot study in nine EAAD countries. International 
Journal of Social Psychiatry, 57, 387. 
Scheff, T. J. (1966). Being Mentally Ill: A Sociology Theory. Chicago, IL: Aldine Publications. 
Schneider, S. L. (2007). Measuring educational attainment in cross-national surveys: The case 
of the European Social Survey. In EDUC Research Group Workshop of the EQUALSOC network. 
[http://www.nuffield.ox.ac.uk/users/Schneider/pdfs/schn07.pdf ] 
Schnittker, J. (2000). Gender and reactions to psychological problems: An examination of 
social tolerance and perceived dangerousness. Journal of Health and Social Behavior, 41, 224. 
Schoenberg, N. E., & Ravdal, H. (2000). Using vignettes in awareness and attitudinal research. 
International Journal of Social Research Methodology, 3, 63. 
Schofield, T., Connell, R. W., Walker, L., Wood, J. F., & Butland, D. L. (2000). Understanding 
men's health and illness: a gender-relations approach to policy, research, and practice. Journal of 
American College Health, 48, 247. 
Schomerus, G., Matschinger, H., Kenzin, D., Breier, P., & Angermeyer, M. C. (2006). Public 
attitudes towards mental patients: a comparison between Novosibirsk, Bratislava and German 
cities. European Psychiatry, 21, 436. 
Schomerus, G., Matschinger, H., & Angermeyer, M. C. (2006). Public beliefs about the causes 
of mental disorders revisited. Psychiatry research, 144(2), 233-236. 
Schomerus, G. & Angermeyer, M. C. (2008). Stigma and its impact on help-seeking for mental 
disorders: what do we know? Epidemiologia e Psichiatria Sociale, 17, 31. 
Schomerus, G., Matschinger, H. & Angermeyer, M. C. (2009). The stigma of psychiatric 
treatment and help-seeking intentions for depression. European Archives of Psychiatry and 
Clinical Neuroscience, 259, 298.  
 245 
Schomerus, G., Lucht, M., Holzinger, A., Matschinger, H., Carta, M. G., & Angermeyer, M. C. 
(2011). The stigma of alcohol dependence compared with other mental disorders: a review of 
population studies. Alcohol and Alcoholism,46, 105. 
Schomerus, G., Schwahn, C., Holzinger, A., Corrigan, P. W., Grabe, H. J., Carta, M. G. & 
Angermeyer, M. C. (2012). Evolution of public attitudes about mental illness: a systematic review 
and meta-analysis. Acta Psychiatrica Scandinavica, 125, 440. 
Schomerus, G., Matschinger, H., & Angermeyer, M. C. (2013). Causal beliefs of the public and 
social acceptance of persons with mental illness: a comparative analysis of schizophrenia, 
depression and alcohol dependence. Psychological Medicine. [DOI: 
10.1017/S003329171300072X] 
Schomerus, G., Matschinger, H., & Angermeyer, M. C. (2013). Continuum beliefs and 
stigmatizing attitudes towards persons with schizophrenia, depression and alcohol dependence. 
Psychiatry Research. [http://dx.doi.org/10.1016/j.psychres.2013.02.006] 
Scull,  Andrew  T. 1977.  "Madness  and  Segregative  Control:  The  Rise  of  the  Insane  
Asylum."  Social Problems  24:337-51 
Shulman K, Berlin JA, Harless W, Kerner JF, Sistrunk S, Gersh BJ, Dubé R, Taleghani CK, Burke 
JE, Williams S, Eisenberg J, Ayers W, Escarce JJ. (1999). The effect of race and sex on physicians’ 
recommendations for cardiac catheterization. New England Journal of Medicine, 340, 618. 
Schulze, B. (2007). Stigma and mental health professionals: a review of the evidence on an 
intricate relationship. International Review of Psychiatry, 19, 137. 
Schumacher, M., Corrigan, P. W., & Dejong, T. (2003). Examining cues that signal mental 
illness stigma. Journal of Social and Clinical Psychology, 22, 467. 
 246 
Schwartz, S., Weiss, L., & Clare Lennon, M. (2000). Labeling effects of a controversial 
psychiatric diagnosis: A vignette experiment of late luteal phase dysphoric disorder. Women & 
Health, 30, 63. 
Semrau, M., Barley, E. A., Law, A., & Thornicroft, G. (2011). Lessons learned in developing 
community mental health care in Europe. World Psychiatry, 10, 217. 
Sévigny, R., Wenying, J., Peiyan, Z., Marleau, J. D., Zhouyun, Y., Lin, S. et al. (1999). Attitudes 
toward the mentally ill in a sample of professionals working in a psychiatric hospital in Beijing 
(China). International Journal of Social Psychiatry, 45, 41. 
Sharac, J., Mccrone, P., Clement, S., & Thornicroft, G. (2010). The economic impact of mental 
health stigma and discrimination: a systematic review. Epidemiol Psichiatr Soc, 19, 223. 
Shidlo, A. (1994). Internalized homophobia: Conceptual and empirical issues in 
measurement. In: Greene, B. & Herek, G.M. (1994). Lesbian and gay psychology: Theory, 
research, and clinical applications. Psychological perspectives on lesbian and gay issues. (pp. 176-
205). Thousand Oaks: Sage Publications, 176-205. 
Shill, M. A., Lumley, M. A. (2002). The Psychological Mindedness Scale: Factor structure, 
convergent validity and gender in a non‐psychiatric sample. Psychology and Psychotherapy-
Theory Research and Practice, 75, 131. 
Shows, C., & Gerstel, N. (2009). Fathering, Class, and Gender A Comparison of Physicians and 
Emergency Medical Technicians. Gender & Society, 23, 161. 
Sibicky, M., & Dovidio, J. F. (1986). Stigma of psychological therapy: Stereotypes, 
interpersonal reactions, and the self-fulfilling prophecy. Journal of Counseling Psychology, 33, 
148. 
 247 
Sigelman, L. & Welch, S. (1993). The contact hypothesis revisited: black-white interaction and 
positive racial attitudes, Social Forces, 71, 781. 
Silton, N. R., Flannelly, K. J., Milstein, G. & Vaaler, M. (2011). Stigma in America: has anything 
changed? Impact of perceptions of mental illness and dangerousness on the desire for social 
distance: 1996 and 2006. Journal of Nervous and Mental Disease, 199, 361. 
Simmel,  G. (1955).  Conflict  and  the  Web  of Group-Affiliations.  New  York:  Free  Press. 
Sirey, J. A., Bruce, M. L., Alexopoulos, G. S., et al. (2001). Perceived Stigma as a Predictor of 
Treatment Discontinuation in Young and Older Outpatients With Depression. American Journal of 
Psychiatry, 158, 479. 
Smith, K. P., & Christakis, N. A. (2008). Social networks and health. Annual Review of 
Sociology, 34, 405. 
Sniderman, P. M., & Grob, D. B. (1996). Innovations in experimental design in attitude 
surveys. Annual review of Sociology, 377-399. 
Sobocki, P., Jönsson, B., Angst, J., & Rehnberg, C. (2006). Cost of depression in Europe. The 
Journal of Mental Health Policy and Economics, 9, 87. 
Song, L. Y., Chang, L. Y., Shih C.Y., Lin, C. Y., & Yang, M. J. (2005). Community attitudes 
towards the mentally ill: The results of a national survey of the Taiwanese population. 
International Journal of Social Psychiatry, 51, 162. 
Spence, J.T., & Helmreich, R. L. (1978). Masculinity and femininity: Their psychological 
dimensions, correlates and antecedents. Austin: University of Texas Press. 
Springer, K. W., & Mouzon, D. M. (2011). “Macho Men” and Preventive Health Care 
Implications for Older Men in Different Social Classes. Journal of Health and Social Behavior, 52, 
212. 
 248 
Springer, K. W., Hankivsky, O., & Bates, L. M. (2012). Gender and health: Relational, 
intersectional, and biosocial approaches. Social Science & Medicine, 74, 1661. 
Starr, S.A. (1955). The public’s ideas about mental illness. Chicago, IL: National Opinion 
Research Center.  
Steele, C. M., & Aronson, J. (1995). Stereotype threat and the intellectual test performance of 
African Americans. Journal of Personality and Social Psychology, 69, 797. 
Steele, C. M. (1997). A threat in the air: how stereotypes shape intellectual identity and 
performance. American Psychologist, 52, 613. 
Steele, C. M., Spencer, S. J., & Aronson, J. (2002). Contending with group image: The 
psychology of stereotype and social identity threat. Advances in Experimental Social Psychology, 
34, 379. 
Stringhini, S., Sabia, S., Shipley, M., Brunner, E., Nabi, H., Kivimaki, M., & Singh-Manoux, A. 
(2010). Association of socioeconomic position with health behaviors and mortality. JAMA: the 
journal of the American Medical Association, 303, 1159. 
Stuart, H. & Arboleda-Florez, J. (2001). Community attitudes toward people with 
schizophrenia. Canadian Journal of Psychiatry, 46, 245. 
Stuckler, D., Basu, S., Suhrcke, M., & McKee, M. (2009). The health implications of financial 
crisis: A review of the evidence. The Ulster Medical Journal, 78, 142. 
Suchman, E. (1965). Social patterns of illness and medical care. Journal of Health and Human 
Behavior, 6, 2. 
Swindle, R. S., Heller, K., Pescosolido, B. A., & Kikuzawa, S. (2000). Responses to “nervous 
breakdowns” in America over a 40-year period: Mental health policy implications. American 
Psychologist, 55, 740. 
 249 
Szasz, T. (1972). Bad habits are not diseases. Lancet, 300, 83. 
Szasz, T. S. (1961). The uses of naming and the origin of the myth of mental illness. American 
Psychologist, 16, 59–65. 
Szeto, A. C. H., Luong, D. & Dobson, K. S. (2013). Does labeling matter? An examination of 
attitudes and perceptions of labels for mental disorders. Social Psychiatry and Psychiatric 
Epidemiology, 48, 659. 
Takahashi, H., Ideno, T., Okubo, S., Matsui, H., Takemura, K., Matsuura, M., Motoichiro, K. & 
Okubo, Y. (2009). Impact of changing the Japanese term for ‘schizophrenia’ for reasons of 
stereotypical beliefs of schizophrenia in Japanese youth. Schizophrenia Research, 112, 149. 
Taskin, E.O., Sen, F.S., Aydemir, O., Demet, M.M., Ozmen, E. & Icelli, I. (2003). Public attitudes 
to schizophrenia in rural Turkey. Social Psychiatry and Psychiatric Epidemiology, 38, 586. 
Taylor, S. M. & Dear, M. (1981). Scaling community attitudes toward the mentally ill. 
Schizophrenia Bulletin, 7, 225. 
ten Have, M., Oldehinkel, A., Vollebergh, W., et al. (2003). Does educational background 
explain inequalities in care service use for mental health problems in the Dutch general 
population? Acta Psychiatrica Scandinavica, 107, 178. 
ten Have, M., de Graaf, R., Ormel, J., et al. (2010). Are attitudes towards mental health help-
seeking associated with service use? Results from the European Study of Epidemiology of Mental 
Disorders. Social Psychiatry and Psychiatric Epidemiology, 45, 153. 
Thomas, T., Walter, E., Niemann, S., & Weitkunat, R. (1999). The Berne-Munich Lifestyle 
Panel. Sozial- und Präventivmedizin, 44, 91. 
 250 
Thompson, A., Hunt, C., & Issakidis, C. (2004). Why wait? Reasons for delay and prompts to 
seek help for mental health problems in an Australian clinical sample. Social Psychiatry and 
Psychiatric Epidemiology, 39, 810. 
Thornicroft, G. & Bebbington, P. (1989). Deinstitutionalisation--from hospital closure to service 
development. British Journal of Psychiatry, 155, 739. 
Thornicroft, G., & Tansella, M. (2004). Components of a modern mental health service: a 
pragmatic balance of community and hospital care Overview of systematic evidence. The British 
Journal of Psychiatry, 185, 283. 
Thornicroft, G. (2006). Shunned: Discrimination against people with mental illness. Oxford: 
Oxford University Press. 
Triandis, H. C. (2007). Culture and psychology: A history of the study of their relationship. In: 
Kitayame, S & Cohen, D (eds.) Handbook of cultural psychology. New York: Guilford Press, 59-76.  
Trieman, N., & Leff, J. (2002). Long-term outcome of long-stay psychiatric inpatients 
considered unsuitable to live in the community. TAPS Project 44. British Journal of Psychiatry, 
181, 428. 
Tudor, W., Tudor, J. F., & Gove, W. R. (1977). The effect of sex role differences on the social 
control of mental illness. Journal of Health and Social Behavior, 18, 98. 
Umberson, D. (1992). Gender, marital status and the social control of health behavior. Social 
Science & Medicine, 34, 907. 
Van Audenhove, C. & Scheerder, G. (2010). Report of working group 6 ‘mental health care’ of 
the Conference Primary Health Care. Brussels: Flemish Ministry of Wellbeing, Public Health and 
Family. 
Van Deurzen,  J. (2010). Beleidsplan geestelijke gezondheidszorg Vlaanderen. 
 251 
Van de Velde, S., Huijts, T., Bracke, P., & Bambra, C. (2012). Macro‐level gender equality and 
depression in men and women in Europe. Sociology of Health & Illness, 35, 682. 
Van der Gaag, M. (2005). Measurement of individual social capital. PhD thesis. 
Rijksuniversiteit Groningen. 
Van Der Waals, F. W., Mohrs, J., & Foets, M. (1993). Sex differences among recipients of 
benzodiazepines in Dutch general practice. BMJ: British Medical Journal, 307, 363. 
Van Hecke, J., Joos, L., Daems, J., Matthysen, V., & De Bruyne, S. (2011). Reorganisatie van de 
Belgische ggz; betere zorg voor mensen met een ernstige psychiatrische aandoening? Tijdschrift 
voor Psychiatrie, 53, 917. 
Van Os, J. (2009). ‘Salience syndrome’replaces ‘schizophrenia’in DSM‐V and ICD‐11: 
psychiatry’s evidence‐based entry into the 21st century? Acta Psychiatrica Scandinavica, 120, 
363. 
Van Wijk, C. M., & Kolk, A. M. (1997). Sex differences in physical symptoms: the contribution 
of symptom perception theory. Social Science & Medicine, 45, 231. 
Verhaak, P. F. M., van den Brink-Muinen, A., Bensing, J. M., et al. (2004). Demand and supply 
for psychological help in general practice in different European countries. Access to primary 
mental health care in six European countries. European Journal of Public Health, 14, 134. 
Verhaeghe, M., & Bruynooghe, K. (2007). Stigmatization in different mental health services: A 
comparison of psychiatric and general hospitals. The journal of Behavioral Health Services & 
Research, 34, 186. 
Verhaeghe, M., Bracke, P. & Pattyn, E. (2010). Service stigma as a barrier to professional 
mental health care. In: Proceedings of the 17th World congress of Sociology: 11-17 July 2010; 
Gothenburg. 
 252 
Verhaeghe, M. & Bracke, P. (2011). Stigma and trust among mental health service users. 
Archives of Psychiatric Nursing, 25, 294. 
Verhaeghe, M., Pattyn, E., Bracke, P. (2013). Cultural stigma beliefs and mental health service 
use: a cross-national comparison. Paper submitted to Sociology of Health & Illness. 
Verhaeghe, P. P., Pattyn, E., Bracke, P., Verhaeghe, M., & van de Putte, B. (2012). The 
association between network social capital and self-rated health: Pouring old wine in new 
bottles? Health Place, 18, 358. 
Verhaeghe, P. P., Van de Putte, B. & Roose, H. (2013). Reliability of position generator 
measures across different occupational lists: a parallel-test experiment. Field Methods, 25, 238. 
Verniest, R., Laenen, A., Daems, A., Kohn, L., Vandermeersch G., Fabri, V., Mertens, R., van 
Audenhove C., Leys, M. (2008). Long stay patients in T-beds- Supplement. KCE reports 84S. 
Belgian Health Care Knowledge Centre.  
Vezzoli, R., Archiati, L., Buizza, C., Pasqualetti, P., Rossi, G., & Pioli, R. (2001). Attitude towards 
psychiatric patients: a pilot study in a northern Italian town. European psychiatry, 16, 451. 
Villani, S. (2001). Impact of media on children and adolescents: a 10-year review of the 
research. Journal of the American Academy of Child & Adolescent Psychiatry, 40, 392. 
Vogel, D. L., Wester, S. R., Wei, M., et al. (2005). The role of outcome expectations and 
attitudes on decisions to seek professional help. Journal of Counseling Psychology, 52, 459. 
Vogel, D. L., Wade, N. G. & Haake, S. (2006). Measuring the self-stigma associated with 
seeking psychological help. Journal of Counseling Psychology, 53, 325. 
Vogel, D. L., Wade, N. G. & Hackler, A. H. (2007). Perceived public stigma and the willingness 
to seek counseling: the mediating roles of self-stigma and attitudes toward counseling. Journal of 
Counseling Psychology, 51, 40. 
 253 
Vogel, D. L., Wester, S. R., Hammer, J. H., & Downing-Matibag, T. M. (2013). Referring Men to 
Seek Help: The Influence of Gender Role Conflict and Stigma. 
Von dem Knesebeck, O., Mnich, E., Daubmann, A., et al. (2013). Socioeconomic status and 
beliefs about depression, schizophrenia and eating disorders. Social Psychiatry and Psychiatric 
Epidemiology, 48, 775. 
Wade, N. G., Post, B. C., Cornish, M. A., Vogel, D. L., & Tucker, J. R. (2011). Predictors of the 
change in self-stigma following a single session of group counseling. Journal of Counseling 
Psychology, 58(2), 170. 
Wahl, O. F. (1997). Media madness. Public images of mental illness. New Brunswick, NJ: 
Rutgers University Press.  
Walkup, J., Cramer, L. J., & Yeras, J. (2004). How is stigmatization affected by the “layering” of 
stigmatized conditions, such as serious mental illness and hiv? Psychological Reports, 95, 771. 
Wallach, H. S. (2004). Changes in attitudes towards mental illness following exposure. 
Community Mental Health Journal, 40, 235. 
Wang, P. S., Berglund, P., Olfson, M., Pincus, H. A., Wells, K. B., & Kessler, R. C. (2005). Failure 
and delay in initial treatment contact after first onset of mental disorders in the National 
Comorbidity Survey Replication. Archives of General Psychiatry, 62, 603. 
Wang, P. S., Aguilar-Gaxiola, S., Alonso, J., Angermeyer, M. C., Borges, G., Bromet, E. J., ... & 
Wells, J. E. (2007). Use of mental health services for anxiety, mood, and substance disorders in 17 
countries in the WHO world mental health surveys. The Lancet, 370, 841. 
Weiner, B. (1995). Judgments  of Responsibility: A  Foundation for a Theory of Social Conduct. 
New York: Guilford Press. 
 254 
Weiss, J. W., & Garbanati, J. A. (2006). Effects of acculturation and social norms on 
adolescent smoking among Asian-American subgroups. Journal of Ethnicity in Substance Abuse, 
5, 75. 
Wellman, B., 2000. Partners in illness: who helps when you are sick? In: Kelner, 
M., Wellman, B., Pescosolido, B.A., Saks, M. (Eds.), Complementary and Alternative Medicine: 
Challenge and Change. Harwood Academic Publishers, pp. 143–162. 
West, C., & Zimmerman, D. H. (1987). Doing gender. Gender & Society, 1, 125. 
West, C., & Fenstermaker, S. (1995). Doing difference. Gender & Society, 9, 8. 
Weyerer, S., & Dilling, H. (1991). Psychiatric and physical illness, sociodemographic 
characteristics, and the use of psychotropic drugs in the community: results from the Upper 
Bavarian Field Study. Journal of Clinical Epidemiology, 44, 303. 
WHO (2011). Report Belgium Mental Health Atlas 2011 - Department of Mental Health and 
Substance Abuse, World Health Organization 
[http://www.who.int/mental_health/evidence/atlas/profiles/bel_mh_profile.pdf] 
Williams, J.E., & Best, D.L. (1990). Measuring sex stereotypes: A multination study (rev. ed.). 
Cross-cultural research and methodology series. Thousand Oaks: Sage Publications, 137-173.  
Williams, S. J. (1995). “Theorizing Class, Health and Lifestyles: Can Bourdieu Help Us?” 
Sociology of Health and Illness, 17, 577. 
Winship, C. & Radbill, L. (1994). Sampling Weights and Regression Analysis. Sociological 
Methods and Research, 23, 230. 
Wolff, G., Pathare, S., Craig, T., & Leff, J. (1996). Community attitudes to mental illness. 
British Journal of Psychiatry, 168, 183. 
 255 
World Federation for Mental Health (2012). Depression: a global crisis. 
[http://www.wfmh.org/2012DOCS/WMHDay%202012%20SMALL%20FILE%20FINAL.pdf] 
Wright, E. R., Gronfein, W. P., & Owens, T. J. (2000). Deinstitutionalization, social rejection, 
and the self-esteem of former mental patients. Journal of Health and Social Behavior, 41, 68. 
Wright, A., Jorm, A. F., & Mackinnon, A. J. (2011). Labeling of mental disorders and stigma in 
young people. Social Science & Medicine, 73, 498. 
Wright, A., Jorm, A. F. & Mackinnon, A. J. (2012). Labels used by young people to describe 
mental disorders: which ones predict effective help-seeking choices? Social Psychiatry and 
Psychiatric Epidemiology, 47, 917. 
Wrigley, S., Jackson, H., Judd, F., et al. (2005). Role of stigma and attitudes toward help-
seeking from a general practitioner for mental health problems in a rural town. Australian and 
New Zealand Journal of Psychiatry, 39, 514.  
Yap, M. B. H., Wright, A. & Jorm, A. F. (2011). The influence of stigma on young people’s help-
seeking intentions and beliefs about the helpfulness of various sources of help. Social Psychiatry 
and Psychiatric Epidemiology, 46, 1257. 
Zartaloudi, A., & Madianos, M. (2010). Stigma related to help-seeking from a mental health 
professional. Health Science Journal, 4(2), 77-83. 
Zola, I. K. (1972). Medicine as an institution of social control. The Sociological Review, 20, 
487. 
[www.psy107.be] Official website of the Belgian government about Article 107 
 
